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Sons obstruction of the lumen of the ap- 
pendix may be the etiologic factor in acute 
appendicitis is a well-recognized fact. In a recent 
study of 3400 cases of acute appendicitis, Collins’ 
found such obstruction a causative factor in 50 
per cent of the entire series. 


A neoplasm of the cecum may obstruct the lu- 
men of the appendix at the point where it enters 
the wall of the cecum and produce an acute in- 
flammatory process in the appendix. In these 
cases the clinical picture of acute appendicitis ob- 
scures the underlying process, so that the presence 
of the neoplasm is usually not detected until some 
time later. This delay may allow the growth to 
become inoperable or incurable in the interval. 


Two recent cases have drawn our attention to 
this condition, which is not a common one. We 
have succeeded in finding only 6 additional cases 
in the literature. In 4 of these the diagnosis of 
acute appendicitis was established at operation, 
while in the other 2 it was based on the clinical 
picture, which was considered conclusive. In all 
of them the diagnosis of carcinoma of the cecum 
- was later proved. 


Shears,” writing in 1906, reported the case of 
a woman of fifty-two who had two attacks of acute 
appendicitis, treated without operation. Later 
when laparotomy was performed a mass, which 
proved to be carcinoma, was found entirely sur- 
rounding the base of the appendix. 

Nothing further on this subject is encountered 
in the literature until 1932, when Mayer® described 
2 cases. One was that of a woman of seventy 
who had an acutely inflamed but unruptured ap- 
pendix, obstructed at its base by a carcinoma of 
the cecum. The other patient was a man of sixty- 
five with a gangrenous and perforated appendix; 
he also had an underlying carcinoma of the cecum. 


*Assistant surgeon, Massachusetts General Hospital. 
tMember, Board of Consultation, Massachusetts General Hospital. 


In 1933 Parker and Rosenthal* reported a case 
of appendiceal abscess in a man of forty-four, who 
died of sepsis before a resection could be under- 
taken. He had a carcinoma of the cecum obstruct- 
ing the orifice of the appendix. 

Banks and Green,’ writing in 1935, reported 
the case of a man of sixty-three who had an ap- 
pendiceal abscess which subsided under conserva- 
tive treatment. A resection of the right colon was 
done, and an annular scirrhous carcinoma of the 
cecum surrounding the orifice of the appendix 
was found. 

The latest article describing the coexistence of 
these two conditions is that of Cook.® His patient 
was a woman of thirty-eight who had acute ap- 
pendicitis with abscess, complicating an adeno- 
carcinoma of the cecum. 

In spite of its apparent rarity, we feel justified 
in again calling attention to this combination 
of conditions. In each of the cases that we are 
reporting a delay of several months occurred be- 
tween the first operation and the recognition of 
the actual underlying disease. Even at the time 
of the final operation, a definite diagnosis of malig- 
nant neoplasm could not be made by the roent- 
genologist. As in other forms of cancer, the only 
hope of cure in this condition lies in its early recog- 
nition before the growth has become inoperable 
because of local extension, or the condition in- 
curable because of metastasis. 

There are two distinct factors that mitigate 
against the recognition of the presence of carci- 
noma of the cecum as an underlying process in 
acute appendicitis. One is that it is not consid- 
ered good surgical judgment to explore adjacent 
organs in the presence of an acute inflammatory 
process, such as acute appendicitis. The other 
is that an underlying neoplasm may be mistaken 
for the varying degree of induration of the wall 
of the cecum that may be present in acute ap- 
pendicitis. 
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Case Reports 


Case 1. The patient, a 32-year-old man, had been oper- 
ated on 4 months. before admission. The surgeon who 
operated stated that acute appendicitis was present and 
that the cecum was normal. The appendix was removed. 
After operation the patient had symptoms, including pain 
in the right lower quadrant of the abdomen, that were 
thought to be due to subacute intestinal obstruction, and 
1 month after the appendectomy an exploratory laparotomy 
was done. A kinking of the terminal ileum was found 
and freed, and what was thought to be an acute inflam- 
matory process involving the terminal ileum and cecum 
was noted. Because of the marked change in the cecum 
in | month, it was thought that the process was not tuber- 
culous in origin, and a diagnosis of regional ileitis and 
colitis was made. 

The patient continued to have pain in the right lower 
quadrant, and he was admitted to the hospital for study. 
An indefinite mass could be felt in the right lower abdo- 


Case 1. 


Figure 1. 

This section of the tumor shows a rapidly growing 

and poorly differentiated growth, classed as adenocar- 

cinoma, Grade IV. The patient was alive and well 
three years after operation. 


men, and an x-ray examination by barium enema revealed 
a mass in the cecum that was thought to be a benign 
neoplasm. Examination of the stool on two occasions 
showed no occult blood. At operation a polypoid adeno- 
carcinoma was found, filling the cecum and lower ascend- 
ing colon. No local extension outside the bowel had oc- 
curred, and no metastatic disease was felt. An ileotrans- 
verse colostomy was performed with removal of the ter- 
minal ileum, cecum, ascending colon and part of the trans- 
verse colon. 

The patient made an uneventful convalescence and was 
living and well 3 years after operation. 


Case 2. The patient, a 52-year-old surgeon, had had 
diarrhea for several years. A diagnosis of mild colitis had 
been made. Four months previous to admission he had 
an acute attack of abdominal pain and a gangrenous 
appendix perforated at the base was removed. Some indu- 
ration of the cecum around the base of the appendix was 
noted. The wound had drained for 4 weeks and then 
closed, and had remained closed. After this, mild attacks 
began, consisting of abdominal discomfort, gas and slight 
elevation of temperature. The diarrhea persisted. 

On admission a small, firm mass could be felt under 
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the appendectomy scar. The temperature was 99°F., and 
the white-cell count 9700. X-ray examination by barium 
enema revealed disease in the region of the cecum, but 
its nature could not be determined. Stool examination 
showed no occult blood. 

At operation a hard, movable growth was found in the 
cecum. There were extensive metastases to the regional 
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Figure 2. Case 2. 

This section of the tumor shows a fairly differentiated 
growth, classed as adenocarcinoma, Grade Ill. Exten- 
sive metastases were found at the time of operation, 
and the patient died three months later. 


lymph nodes, and the liver was studded with many car- 
cinomatous nodules. A resection of the right colon with 
an ileocolostomy was done, and the patient had a satis- 
factory though somewhat stormy convalescence. The pri- 
mary tumor was removed in this case in the hope of 
relieving the patient’s symptoms for the remaining months 
of his life. He made an uneventful recovery from the 
operation but failed rapidly after leaving the hospital, 
and died 3 months after the operation. 


SUMMARY 


Carcinoma of the cecum may obstruct the lu- 
men of the appendix and cause acute appendicitis. 

A report of 2 cases is added to the 6 previously 
reported in the literature. 

In the presence of a definite acute appendicitis 
the underlying carcinoma of the cecum may be 
overlooked. 

A delay of four months occurred in each of our 
cases between the first and final operations. 

Even at the time of the last operation, a definite 
diagnosis of carcinoma of the cecum could not be 
made in either case by the roentgenologist. 

264 Beacon Street. 
REFERENCES 


1, Collins, D. C.: Etiological factors in acute appendicitis based upon 
study by thirty-four hundred cases. Surgery 5:267-270, 1939. 

2. Shears, ppendicitis, cancer of the —_ excision of cecum 
and RFs of ileum. Clinique 27:719-728, 1 

3. Mayer, F. O.: Doppelerkrankung bei Appendicitis (sekundare Appen- 
Zentralbl, Chir. 59:597-599, 1932. 

4. Parker, G. E., and Rosenthal, D. B.: Carcinoma of the large bowel 
as the direct cause of acute appendicitis and simultaneous acute 
intestinal obstruction. Lancet 2:1089, 1933. 

5. Banks, A. G., and Green, R. D.: Acute appendicitis associated with 
ont of the caecum. Brit. M. J. 1:926, 1935. 

k, J.: Acute appendicitis with carcinoma of the caecum. Brit. M. J. 
1936. 


Vol. 222 No. 19 


NATIONAL HEALTH ACT — OSGOOD 


785 


THE NATIONAL HEALTH ACT OF 1939* 
Rosert B. Oscoop, M.D.t 


BOSTON 


[ HAVE accepted the very kind invitation to 

take part in this symposium on the Wagner 
Health Bill with some reluctance. I believe that 
I am listed as a proponent of the bill, and it is 
true that I am in sympathy with its main pur- 
poses as I interpret them, but I am not a proponent 
of the bill as it now stands. 

I should like to discuss the present situation un- 
der three headings: “Causes for Worry,” “Defini- 
tion of the Issue” and “Attitude toward the Pro- 
posed Health Legislation.” 


Causes FoR Worry 


Several years ago Dr. Olin West’ is said to 
have made a statement the substance of which is 
as follows: The outstanding problem of the med- 
ical profession is the delivery of adequate scientific 
medical service to all people, rich and poor, at 
a cost that can be reasonably met by them in 
their respective stations in life. I believe that this 
statement is as true today as it was when Dr. West 
made it. The problem has not been solved, and 
it behooves the medical profession to worry about 
it and to continue to seek its solution. In my 
opinion the evidence is clear that a real need for 
improvement in medical care exists. 

The existence of this need was revealed by the 
findings of the Committee on the Costs of Medi- 
cal Care? in 1932. It is well to remember that these 
studies were made during the boom years of 1928, 
1929 and 1930, a fact which suggests that in the 
opinion of this committee the need then existed, 
and it would appear that the present depression 
has only intensified, not created, this need. It is 
not likely to be satisfied even if economic condi- 
tions improve. 

The mass of more or less confidential and per- 
sonal opinion assembled by the impartial American 
Foundation Studies in Government,’ and _pub- 
lished in two volumes entitled American Medicine: 
Expert testimony out of court, also proves the 
existence of an uneven distribution of medical care 
and of wide gaps in its adequacy. 

I know of no reason to doubt the essential ac- 
curacy of the recent investigation of the Federal 
Government into the incomes of its citizens.* If 
these figures are reliable there are some 40,000,000 


*Read before the Medical Society of the County of New York, December 18, 
1939. 


tjJohn B. and Buckminster Brown Clinical Professor of Orthopaedic Surgery 
(emeritus), Harvard Medical School; consulting surgeon, Children’s Hos- 
pital, and member of consulting board, Massachusetts General Hospital, 
Boston. 


persons living in families whose total annual in- 
come is below $900. These people are not paupers, 
but among them will be numbered most of the so- 
called “medically indigent.” It is true that this 
sum may be able to buy twice as much in some 
localities as it will in others. Nevertheless $900 a 
year in any section would seem to leave little mar- 
gin either for budgeting or for buying the best 
that medicine knows as to prevention, diagnosis 
and treatment of illness or injury, if any of the 
members of an average family of four are in need. 
It seems quite unfair to load this uncompensated 
burden on the backs of wearied practitioners, and 
unwise to expect any longer a weakened philan- 
thropy to shoulder it. 

Another cause for worry is what one may call 
the increasing “consumer demand.” The appetite 
of the lay public for information concerning medi- 
cal matters has become voracious. This is evi- 
denced by the books, written by both doctors and 
laymen, that are being published — and widely sold 
—and by countless articles in popular magazines 
and the daily press. The proposals for health 
legislation that are being introduced into Con- 
gress and the state legislatures are largely stimu- 
lated by this increasing consumer demand. The 
Health Conference in Washington in July, 1938, — 
at which the demonstration of the great need of 
improvement in medical care went unchallenged 
by organized and unorganized medicine, — made 
this demand much more audible. Physicians 
should neither underestimate the potential power 
of this demand nor fail to meet it with open minds, 
admitting that a genuine need exists and demon- 
strating their eagerness to satisfy it. I think that 
the recently published platform of the American 
Medical Association should help greatly in this 
respect. 

Medicine is in the limelight. Physicians should 
court such illumination. If there are blemishes that 
need removal or portions of the structure that need 
alteration, physicians should be the first to suggest 
such changes because they are the experts who 
should plan them. 

I wonder if this consumer demand can be met 
better by training a great chorus to sing “See how 
efficient we are: listen to what we have done” 
than by admitting frankly the gaps in adequate 
medical care which for years have been known to 
exist, — and which the public has recently discov- 
ered,—and by demonstrating a readiness to at- 
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tempt to close them. With a knowledge based on 
experience, and vastly more profound than the 
public can ever acquire, one should be able to 
overcome the effect of any false or evil-minded 
propaganda. One may even persuade well-mean- 
ing but less well-informed sociologists that phy- 
sicians also have good intentions and are busy- 
ing themselves about plans devised to achieve 
the ends that both doctors and welfare workers 
desire. Medicine, like the accused man at the bar, 
is surely entitled to be considered innocent until 
proved guilty, and so also are many of those who 
are proposing plans for the improvement of 
medical care. One should do well to remember 
the words of Sir Thomas Browne in his Religto 
Medici, “In all disputes so much as there is of pas- 
sion, so much there is of nothing to the purpose; 
for then reason like a bad hound spends upon a 
false scent.” If informed and fair-minded repre- 
sentatives of medical practice should sit around a 
council table with economists and sociologists and 
public-health officials, I believe that it would be 
both more dignified and more likely to realize the 
ends all physicians are seeking than it is to fight 
propaganda by propaganda and to throw down the 
gage of battle. It would certainly be less confusing 
and probably more profitable to the patients, who 
are the real consumers of medical care. Now that 
Dr. Goebbels has converted propaganda into a 
brutal science by sacrificing truth on the altar of 
expediency, I mistrust propaganda more than ever. 
I hope that medicine as well as this country may be 
kept out of war. 


DEFINITION OF THE IssuE 


To define the issue one must start with a premise 
that is a definition of medicine’s goal, the star to 
which the medical wagon must be hitched. Sir 
Arthur Newsholme,® in Medicine and the State, 
sets the goal in the following thoughtful sentence, 
“In the first place, the health of every individual is a 
social concern and responsibility, and secondly, as 
following from this, medical care, in its widest 
sense, for every individual is an essential condition 
of maximum efficiency and happiness in a civilized 
community.” In 1930, the British Medical Associa- 
tion® also asked a question and answered it: 
“What kind of health service should be at the 
disposal of every member of the community? The 
answer is simple. Every kind of service which 
may be necessary for the prevention and cure of 
disease and for the promotion of full mental and 
physical efficiency.” Dr. West’s statement of what 
he considered to be the outstanding problem of 
medicine, to which I have referred, implies that in 
the solution of the problem the attainment of this 
same goal is sought. 

The premise would seem to be that health is not 
a commodity and that every citizen and his or 
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her dependents have no more inalienable a right to 
“life, liberty and the pursuit of happiness” than to 
the protection, the maintenance and the improve- 
ment of their health by every means known to 
medicine, economics and sociology. One may take 
pride if one will in the fact that medicine in the 
United States has led the world in accomplishment 
and speed of development; nevertheless, this in no 
way frees physicians from eagerly striving to 
find the solution of Dr. West’s problem, which has 
not yet been found. 

It may help to clarify the issue if one recognizes 
the extent to which governments — local, state and 
federal — are already participating in medical care. 
Prophylaxis and treatment are no longer separated 
departments of medicine. They are inextricably 
bound together. In the British Medical Associa- 
tion proposals® for a general medical service, pub- 
lished in April, 1930, under “Services Required,” 
the first fundamental principle stressed is “that a 
satisfactory system of medical service must be di- 
rected to the prevention of disease no less than to 
the relief of individual sufferers.” Under the cap- 
tion of “For Treatment of Disease” appears this 
significant and I believe very sound statement, “In 
so far, however, as the individual doctor can pro- 
mote the prevention of disease, this can be secured 
by associating every general practitioner with the 
general health service and emphasizing on every 
possible occasion the fact that there is no real line 
of demarcation between the preventive and cura- 
tive branches of professional work.” The propo- 
sals then point out the extremely important place 
that the family physician has always occupied and 
must continue to occupy in any satisfactory sys- 
tem of medical service. 

The increasing dependence of practicing physi- 
cians on governmentally supported laboratories in 
this country is shown by the report’ of the Bureau 
of Social Hygiene of the Department of Public 
Health of the City of New York. The diagnostic 
services of this bureau are available to practicing 
physicians for the examination of their patients, 
for diagnostic and laboratory service and for con- 
sultation concerning diagnosis or treatment. Re- 
ports are made directly to physicians. The sur- 
prising increase in service rendered to physicians 
and the increasing use of the service made by them 
is shown, for example, in the examinations for syph- 
ilis. In 1934 there were 3411 examinations, in 1937 
there were 5747 and in 1938 there were 8791; the 
latter is an increase of more than 3000 examinations 
in one year. There were over 29,000 more smears 
for gonorrhea and over 37,000 more blood ex- 
aminations in 1938 than in 1937. The treat- 
ment services of this bureau are also being util- 
ized by physicians to a larger and larger ex- 
tent. These clinics are maintained for those un- 
able to pay for either private care or voluntary 
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hospital care. Persons able to pay are referred to 
private physicians. In the four years 1934 to 1938 
there was an increase in the total number of visits 
of over 370,000, and in the single year ending 
January 1, 1939, an increase of over 100,000. 

According to the Report of the Committee on 
the Costs of Medical Care,” there were in 1930 al- 
most twice as many hospital beds in the United 
States supported by governments as by nongov- 
ernmental agencies. Private medicine, even helped 
by philanthropy, can no longer support our hos- 
pitals for mentally deranged patients. Many years 
ago there was much opposition from organized 
medicine to governmentally supported sanatori- 
ums for tuberculosis. Few of us would oppose 
such support today. A consumer demand induced 
the Massachusetts legislature ten years ago to 
legislate the establishment of a special hospital for 
the investigation and treatment of cancer in the 
face of determined opposition from the State De- 
partment of Public Health and the medical pro- 
fession. Recently the doctors — not the citizens — 
of the western part of Massachusetts have requested 
that another hospital for the same purpose be es- 
tablished in their community. The term “social- 
ized medicine” is unpleasant to all physicians, but 
co-operation between local, state and federal gov- 
ernments and general practitioners surely repre- 
sents a form of social service beneficial to both 
physicians and their patients. 


ATTITUDE TOWARD Proposep LEGISLATION 


I am still speaking only as an individual, but I 
am also utilizing material already assembled and 
printed by the Committee of Physicians for the 
Improvement of Medical Care, of which I am a 
member. Most of this material is taken from a 
printed statement issued by the committee and 
dated August 15, 1939, under the heading, “Pro- 
posals for Amendment of the Wagner Bill (S. 
1620).’"® In the bill as introduced by Senator 
Wagner its purposes are set forth in the follow- 
ing words, “To provide for the general welfare 
by enabling the states [I repeat, the states] to 
make more adequate provision for public health, 
prevention and control of disease, maternal and 
child health services, construction and mainte- 
nance of needed [I repeat, needed] hospital and 
health centers, care of the sick, disability insur- 
ance and training of personnel; to amend the So- 
cial Security Act, and for other purposes.” There 
might possibly be some objection to amending the 
Social Security Act, and one must scrutinize the 
unnamed “other purposes” for which the bill has 
been drawn. Nevertheless, I think all physicians 
will agree that the main purposes as stated are 
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worthy and noncontroversial. The bill has re- 
ceived the general support of consumer groups — 
labor, farm and women’s organizations and so 
forth — and has been subjected to both favorable 
and unfavorable criticism by various professional 
groups. The subcommittee of the Senate Com- 
mittee on Education and Labor before which the 
hearings were held gave the impression of recep- 
tive open-mindedness and intelligent interest. The 
only hearing that I attended was conducted with 
dignity and complete fairness. I quote from the 
published report® of this subcommittee at the con- 
clusion of the preliminary hearings: 


Federal legislation along the general lines followed 
by §.1620, based upon federal—state co-operative pro- 
grams, is necessary to strengthen the health services 
of the nation and to make provision for the progressive 
and effective improvement of health conditions in all 
parts of the country and among all groups of people. 
. . . The role of the Federal Government should be 
primarily to give technical and financial aid to the 
states. .. . The committee will continue to study $.1620, 
so that a definite report on the proposed legislation 
can be submitted soon after the beginning of the next 
session of Congress. 


It would appear, therefore, that more of the mat- 
ter will be forthcoming. 

The Committee of Physicians for the Improve- 
ment of Medical Care has expressed its sympathy 
with the general purpose of the Wagner bill, and 
agrees with the American Medical Association 
that a functional co-ordination of all federal and 
medical activities is almost a necessity (Platform, 
American Medical Association, Statement No. 
1); that there should be an allotment of such funds 
as Congress may make available to any state in 
actual need for the prevention of disease, the 
promotion of health and the care of the sick, on 
proof of such need (Platform, American Medical 
Association, Statement No. 2); and that there 
should be an extension of medical care for the in- 
digent and medically indigent (Platform, Amer- 
ican Medical Association, Statement No. 5). 

There would seem to be a fairly general medical 
consensus that if adequate medical care is to be 
made available to the people of this country, gov- 
ernments — local, state and federal — must assist 
in providing it, as indeed these governments are 
already doing. Experience has seemed to show 
that federal participation may best be effected by 
grants-in-aid to the states on the basis of demon- 
strated need and of approved programs initiated 
by the states, administered by the states and, inso- 
far as is possible, supported by the states. 

The Wagner bill calls for large appropriations 
of federal funds. The national debt is increasing 
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and the budget is not yet balanced. As the Com- 
mittee of Physicians® has said: 


The provision of monies by the Federal Government 
to assist in medical care at once involves the govern- 
ment in the setting up of suitable machinery to see 
that the monies so appropriated are expended in such 
a way as not only to improve the medical care offered 
to the people but to maintain and improve the standards 
of the institutions and individuals participating in this 
care. Only by insistence upon this principle can the 
prudent use of public monies be guaranteed. Although 
provisions for this purpose are included in every title 
of the Wagner bill, there are certain features in these 
titles and in the bill as a whole that militate against 
the achievement of these objectives. . . . 


The first of these is that divided control in the 
planning and execution of the program is incom- 
patible with any sound program for national 
health, in other words there should be unified fed- 
eral health authority. As a corollary to this there 
should be a federal general health council and local 
general health ‘councils in the several states. The 
establishment of a unified federal health author- 
ity and of a general health council should be the 
first steps taken in connection with the institution 
of a national health program. Although special 
measures, such as those contained in Title V 
(Maternal and Child Health), Title VI (Public 
Health) and Title XII (Hospitals and Health Cen- 
ters) of the Wagner bill may be expedient, the 
main objective should be to provide in every com- 
munity a unified program of health service and 
medical care which will meet the standards ap- 
proved by the health council that has been pro- 
posed. The committee believes that the lack of 
provision — in the bill as it now stands — for sup- 
port of medical education and research may cut 
the ground from under good medical practice." 
The achievement and maintenance of the highest 
standards of medical education are the very foun- 
dation stones of high-quality medical practice. The 
committee considers this to be one of the most 
serious of the defects in the bill S. 1620.° 

In the draft of the Committee of Physicians to 
which I have referred there follow specific pro- 
posals including details concerning the method of 
appointment of the general federal health council 
and the character of its membership. It is stated 
“that representation of special interests should be 
subordinated to the more important point of as- 
sembling outstanding persons with imagination, 
intelligence, critical judgment and expert knowl- 
edge in public health and medicine, a majority of 
whom should hold degrees of Doctor of Medi- 
cine.”” The term of office should be sufficiently long 
to permit members of the council to look on mem- 
bership in it as a career. These members should 
give full time to their duties, and remuneration 
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should be sufficient to attract persons of the highest 
quality. One will see that in such a set-up an entire- 
ly experimental approach would be made to the 
federal treasury, and no appropriations would be 
asked for or made until need had been demon- 
strated and a program for meeting this need had 
been approved by the general health council. No 
grants-in-aid to the states would be made unless 
their programs and their estimated costs were ap- 
proved by the general health council. 


At the present moment only a very bold group 
of planners would feel itself able to state exactly 
how the health needs either of the different states 
or of the nation as a whole can best be met. It 
would be a still bolder group that in advance 
would be sure of being able to make any reliable 
estimate of the cost of meeting these needs, which 
is what the Wagner bill attempts to do. A sys- 
tem or various systems of improving medical care 
in the United States should be worked out in an 
evolutionary manner. The method of trial and 
error will often be necessary in order to enable 
one to determine the success or failure of any pro- 
posed system. However, physicians must do 
something about it, for undoubted need exists, and 
the consumer demand will be likely to become im- 
patient if they delay in repeated attempts to 
make available all that medicine knows to larger 
and larger groups of citizens and their dependents. 
It is interesting to recall that in both the ma- 
jority and minority reports of the Committee on 
the Costs of Medical Care,’® made seven years ago 
under the heading of “Co-ordination and Control 
of Medical Service,” the importance of putting 
these measures into effect in the “immediate fu- 
ture” was stressed. 


In closing I wish to say that I am in entire 
accord with the statement made by Dr. Van 
Etten,"’ president-elect of the American Medical 
Association, in his Canandaigua speech of Sep- 
tember 28, 1939, “It seems inevitable that the in- 
surance principle shall be involved in plans for 
medical service; and it seems wise that many trials 
be made in the various states, such as are now 
proceeding in California and New Jersey, before 
national health plans shall be promoted.” I sub- 
scribe to the belief, which I think is rather gen- 
erally held, that no nationwide system of com- 
pulsory health insurance should be imposed, and 
that the non-profit voluntary systems which are 
spreading so fast should be given a fair and sym- 
pathetic trial. 


Later in this same speech Dr. Van Etten said: 


I believe that our people would be responsive to an 
American health program if the physicians of the 
country could be inspired to write it. I believe that 
it should strongly preserve the quality [I repeat, the 
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quality] of medical care, competently distributed. I be- 
lieve that the units of health administration should be 
the states. and their political subdivisions where local 
needs are Known. The general practitioner should be 
supported in his relationship to the American family. 


It seems hardly necessary for me to say that I am 
in accord with these statements also. 
The Committee of Physicians® has stated: 


To effect a real improvement in medical care, not 
only the distribution of medical care but also the quality 
of medical care must be continually improved... . 
The intellectual equipment and technical proficiency 
required to understand and apply the new weapons 
that science has given us to combat disease have 
grown... rapidly. The educational background that 
was adequate a decade ago is quite insufficient today. 
Knowledge becomes obsolete as rapidly as apparatus. 
Greater opportunity must be given not only for the 
initial training of physicians . . . but for their con- 
tinuous education. . . . In fact the practicable level 
of quality in our medical services will ultimately depend 
upon our educational system. Investigations must also 
be fostered in order that our means for combating 
sickness and disability may be enhanced. 


Society cannot afford to refuse financial support 
for measures that will curtail or eliminate dis- 
ability. If it does refuse, it will be required to 
furnish larger sums for the continuing support of 
the results of this disability. 


I have gained the impression that the interested 
lay public has been disturbed by what it thinks has 
been an inflexible attitude of certain medical and 


lay groups toward methods proposed for the im- 


provement of medical care—an attitude which 
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the public interprets as standpat. I am not one 
of those who believe that the individual physician 
has lost caste with the lay public or is in danger 
of losing caste. On the contrary, there seems to be 
evidence that the practicing physician is today 
treating his patients with more rather than less 
skill, and with as clear a conscience and as sym- 
pathetic an attitude as he ever exhibited in the 
horse-and-buggy age. As Sir Arthur Keith?’ 
once wrote concerning another medical advance, 
“Goodness knows we are a long way from finali- 
ty.” I fancy that physicians will still be a long 
way from finality for generations to come, for 
the star to which I have suggested the medical 
wagon should be hitched may be light years away. 
372 Marlborough Street. 
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PROGNOSTIC FACTORS IN CARCINOMA OF THE BREAST* 
Granttey W. Taytor, M.D.,t ann Norman H. Bruce, M.D.¢ 


BOSTON 


yy IS a matter of common experience that a con- 
siderable number of cases of carcinoma of the 
breast, operable by the usual criteria and subjected 
to radical mastectomy, develop early recurrence of 
the disease, which runs a rapidly fatal course. In 
an effort to discover factors common to these cases 
and possibly of prognostic value, we have studied 
a group of 30 patients all of whom had received 
radical mastectomy, with subsequent rapid recur- 
rence and death within eighteen months. For 
comparison, two other similarly treated groups 
were studied. One of these consisted of 48 patients 
who had died of recurrence after eighteen months, 
while the other was made up of 47 patients living 
and well five or more years after the radical mas- 
tectomy. These three groups will be designated 
throughout the discussion as “early deaths,” “late 
deaths” and “cured cases.” We are well aware of 
the fallacy of attempting to draw accurate statisti- 
cal conclusions from groups of such small size. 
Many of the data are presented with the realization 
that nothing but gross impressions can be formed 
and only striking differences can be brought out. 

All cases in which radical operation was car- 


Taste 1. Total Deaths in Patients Subjected to Radical 


Mastectomy. 


Type oF DeaTH No. oF DEATHS 


Deaths from recurrence within 18 mo. eee 30 
Deaths from recurrence after 18 mo. 48 


ried out and in which death occurred later are 
listed in Table 1. 


PosToPERATIVE MortTALity 


A total of 319 radical mastectomies have been 
performed at the Pondville Hospital, with 12 post- 
operative deaths, a mortality rate of 3.8 per cent. 
Careful scrutiny of these cases brings to light sev- 
eral factors of importance (Table 2). Three pa- 
tients (Cases 10, 11 and 12) succumbed to sepsis 
within a single month during a period when there 
were a considerable number of cases of strepto- 
coccal sore throat in the hospital. These patients, 


*From the Pondville Hospital, Massachusetts Department of Public Health, 
Wrentham, Massachusetts. 


tVisiting surgeon, Pondville Hospital; instructor in surgery, Harvard 
Medical School. 


tChief resident surgeon, Pondville Hospital. 
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aged forty-one, forty-five and fifty-nine, were all 
considerably better than the group average as re- 
gards operative risk. In the remainder of the 
group it will be seen that the typically bad-risk 
patient was obese, old and hypertensive. Such an 
observation is in no way startling or unexpected, 
but cannot help but impress the surgeon with the 
danger of radical mastectomy for a patient of this 
type, particularly in view of the added technical 
difficulty that the obesity entails. In 6 cases the 
cause of death was pulmonary disease — 4 patients 
dying from bronchopneumonia, and 1 each from 
massive pulmonary collapse and pulmonary em- 
bolus. In the remaining 6 cases the cause of death 
was sepsis originating in the operative wound, with 
subsequent systemic manifestations. In 4 of these,. 
positive blood cultures were obtained, the strep- 
tococcus being the organism in each, and in 2 
(Cases 6 and 11) infection developed after a 
Thiersch graft following an uneventful convales- 
cence from mastectomy. In Case 6 intensive pre- 
operative radiation, as well as concomitant diabetes, 
without doubt contributed largely to the rapid sep- 
tic course. 


AcE INCIDENCE 


The average age was 50.3 years in the early- 
death group, 51.2 years in the late-death group 
and 51.1 years in the cured group. Sixty-five per 
cent of the patients in the early-death group had 
passed the menopause, 60 per cent in the late-death: 
group and 57 per cent in the cured group. Natu- 
rally no significance can be attached to these fig- 
ures. The data on the menstrual status are 
further complicated by the practice of carrying 
out prophylactic artificial menopause in a number 
of the young patients after radical mastectomy. 
One of us (G.W.T.S) suggested elsewhere that 
this procedure is of doubtful value. It is interest- 
ing to note, however, that the present study lends. 
no support to the belief that mammary carcinoma 
is more malignant in younger than in older 
women. 


Analysis of the groups in regard to fertility 
status and lactation was inconclusive, although 
there appeared to be a slight tendency for the 
cured patients to be less fertile than those in the 
other two groups. 


§8Taylor, G. W.: Evaluation of ovarian sterilization for breast cancer. 
Surg., Gynec. & Obst. 68:452-456, 1939. 
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Dur: oF DISEASE 


It was natural to expect that the preoperative du- 
ration of disease in the patients cured for five years 
or more would be shorter than that in those who 
did badly following operation; the figures bear out 
this assumption. The average preoperative dura- 
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SKIN INVOLVEMENT 


Although the classic description of carcinoma of 
the breast includes skin retraction and puckering, 
it is commonly recognized that this condition 
represents a later stage of the disease. Analysis 
of our cases in regard to the frequency and char- 


Taste 2. Postoperative Deaths. 


Case Hosp1Tat AGE WEIGHT BLoop ANESTHETIC PosTopERATIVE TIME Cause 
No. No. PRESSURE oF DEATH or DEATH 
yr. 1b, mm, 

1 1543 74 Thin 230/100 Ether 6 days Pneumonia 

2 1748 75 Obese 220/90 Novocain 1 day Pneumonia 

3 2522 69 162 185/100 Ether 9 days Pneumonia 

4 4280 55 Obese 180/100 Nitrous oxide, oxygen and ether 3 days i 

5 5103 70 120 180/116 Avertin 2 days Pneumonia 

6 4786 63 230/110 Novocain 8 weeks Sepsis 

7 7916 76 173 200/100 Nitrous oxide, oxygen and ether 2 days Pulmonary collapse 

§& 10882 61 175 200/120 Ether 11 days bolus 

9 11928 56 124 160/100 Nitrous oxide, oxygen and ether 15 days Sepsis 

10 8692 41 107 110/74 Nitrous oxide, oxygen and ether 5 days Sepsis 

11 9105 59 150 180/84 Nitrous oxide, oxygen and ether 37 days Sepsis 

12 2170 45 153 140/76 Nitrous oxide, oxygen and ether 9 days Sepsis 


tion in the cured cases was 7.7 months, as con- 
trasted with 12.0 months for the patients who sub- 
sequently died. Sixty-three per cent of the cured 
patients were first seen within six months of onset, 
and 84 per cent were seen within one year. The 
corresponding figures for the fatal cases were 54 
and 71 per cent. 


S1zE AND Location oF LocaL LEsION * 


The lesions were classed in three groups; small, 
up to 2 cm. in diameter; medium, 2 to 4 cm.; and 
large, over 4 cm. (Table 3). It may be seen that 


TasLe 3. Size of Lesion in Relation to Outcome. 


Earty-DeatH Late-DEATH CurepD 
S1zE oF LESION Group Group Group 
% % % 
0 14 
Medium .............. 21 33 42 
79 53 14 


the early-death group showed a great preponder- 


acter of skin involvement is shown in Table 4. In 
the early-death group in no case was the skin not 
involved, while in nearly half the cases (43 per 


Tasie 4. Skin Involvement in Relation to Outcome. 


Earty- Latr- Curep 
Type oF INVOLVEMENT DeatH DeatH Group 
Group Group 

% % % 
SE 0 20 61 
Dimpling plus edema.................... 7 5 5 
Dimpling plus edema and redness........ ll 5 0 
ll 0 0 


cent) the involvement was more extensive than 
dimpling alone. Among the patients dying of re- 
currence after eighteen months, 20 per cent pre- 
sented no evidence of skin involvement, and only 
20 per cent showed more involvement than simple 
dimpling. In the cured group there was no evi- 
dence of skin involvement in about a third of the 
cases, and only 3 patients (7 per cent) presented 
involvement more grave than dimpling. 

It is evident that dimpling in itself does not in- 


ance of large-sized lesions. It is equally impres- 
sive that 86 per cent of the cured cases presented 
lesions less than 4 cm. in diameter. These figures 
show very strikingly the relation between the size 
of the lesion and its curability. 

Careful analysis was made of the location of 
the lesion in the breast in relation to its curability. 
No findings of any significance resulted from 
this study, possibly because the groups were small. 
Growths in the upper outer quadrant predomi- 
nated in all three groups of cases, perhaps exces- 
sively in the groups with subsequent fatal out- 
come. 


crease the gravity of the prognosis. However, 
when edema, redness or ulceration is superadded, 
the likelihood of cure is markedly diminished. 


INFLAMMATORY CARCINOMA 


There were 8 cases of so-called “inflammatory car- 
cinoma.” Five of these were in the early-death 
group and 3 in the late-death group. Five patients 
had received intensive preoperative radiation, of 
whom 4 died early and 1 died late. In the cured 
group there were no cases of inflammatory carci- 
noma, and no patients had had intensive preopera- 
tive radiation. Attention may be drawn to those 
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cases in which preoperative radiation was employed. 
These were all considered locally inoperable by the 
usual criteria when first seen. Subsequently, with 
good regression of the tumor and negative x-ray 
studies as regards distant metastases, they were con- 
sidered to be operable. The consistently bad out- 
come convinces us that an inoperable lesion cannot 
be made operable by radiation, despite marked re- 
gression. 


SECONDARY RapicaL MASTECTOMY 


Eight patients were submitted to radical mas- 
tectomy after previous inadequate surgery per- 
formed elsewhere. Five of these presented frank 
recurrence at the time of their secondary operation; 
1 died early, the other 4 late. The 3 patients who 
were cured by secondary radical operation showed 
no evidence of residual disease in the specimen 
removed at operation. These findings suggest 
that a secondary radical operation for frank re- 
currence is not likely to be successful. 


AXILLARY INVOLVEMENT 


The influence of axillary involvement on the 
prognosis in carcinoma of the breast has been re- 
peatedly observed and emphasized in end-result 
studies in large series of cases. Our present study 
confirms the findings of others. Axillary nodes 
were involved pathologically in 90 per cent of 
the patients who died within eighteen months, 
in 72 per cent of those who succumbed to later 
recurrence and in only 32 per cent of those who 
were cured. We were again interested in the 
question of the accuracy of clinical appraisal of 
axillary-node involvement. In a total of 265 axil- 
lary examinations, the clinical appraisal was con- 
firmed by the pathologist in 191 cases, and failed 
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to be confirmed in 74 cases (28 per cent), as shown 
in Table 5. Errors of appraisal were fairly equally 
distributed between the two possibilities of con- 
sidering an innocent axilla as involved and of 
failure to detect the presence of metastatic in- 


Taste 5. Comparison of Clinical Axillary Examinations 
with Pathological Examinations. 


STATUS No. oF Cases 
Positive clinically and pathologically. 
Negative clinically and 97 
Negative clinically, positive pathologically.................. 44 
Positive clinically, negative pathologically................... 30 
265 


volvement. These figures again emphasize the 
danger of giving too much weight to the clinical 
estimate of axillary involvement in planning ap- 
propriate treatment. 


CoNCLUSIONS 


On the basis of this study, the prognostic im- 
portance of the clinical characteristics of car- 
cinoma of the breast, as it is presented for treat- 
ment, is apparent. Large lesions and those with 
skin involvement or extensive axillary involve- 
ment offer a poor prognosis, in many cases so 
poor as to contraindicate surgical intervention even 
in the absence of remote metastasis. The opera- 
tive risk must be given careful consideration. Old 
age, obesity and hypertension seem to increase 
the hazard. While it is still impossible to prog- 
nosticate accurately in any single borderline case, 
we believe that the chance of cure should be care- 
fully weighed against the operative risk and the 
normal life expectancy. Palliative measures may 
well be indicated more often than they are now 
employed. 
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THE ANTEMORTEM RECOGNITION OF PULMONARY EMBOLISM* 
ALLEN S. Jounson, M.D.t+ 


SPRINGFIELD, MASSACHUSETTS 


O THE fourth-year medical student the clini- 

cal diagnosis of fatal pulmonary embolism ap- 
parently presents few difficulties. A rather obese 
middle-aged woman’s recovery from an abdom- 
inal operation has been uneventful except for a 
mild phlebitis. During the second week she calls 
for the bedpan and then, clutching her chest, ut- 
ters a gasping cry and expires. That the reliability 
of this composite picture may be open to question 
is hardly suggested by McCrae’s' description: “In 
the case of a large embolus blocking a main branch 
of the pulmonary artery death may be almost in- 
stantaneous, perhaps after a cry. In other cases 
there are sudden severe dyspnea, thoracic pain, dis- 
tress and cyanosis, followed by unconsciousness 
and death.” Emerson’ elaborates on this by saying 
that the patient with rapidly fatal pulmonary em- 
bolism first experiences sudden pain or tightness 
in the chest: “He becomes ashen in color, anx- 
ious, then cyanotic and dyspneic. Pulmonary 
edema develops, the pulse becomes feeble and 
death follows in a few minutes or hours.” Ho- 
mans’ stresses sharp, stabbing, pleuritic pain, with 
orthopnea and blood-tinged sputum. Barnes* 
points out, as does White, that pulmonary em- 
bolism and coronary thrombosis have many clin- 
ical features in common, such as sudden onset, 
pallor and sweating, precordial pain, weakness, 
vomiting and collapse, with fall of blood pres- 
sure and rise in temperature, pulse, respirations 
and leukocyte count. White says: “The majority 
of case reports of pulmonary embolism describe 
the patient as being in a state of shock with 
feeble pulse, apprehension, sweating, pallor, dysp- 
nea and low blood pressure. Cyanosis is fre- 
quently present and often extremely marked, 
whereas in other patients pallor predominates. 
Whether or not chest pain is present depends 
largely on the analysis of the examiner.” Unilateral 
rales and signs of consolidation, he adds, may be 
demonstrated if the patient lives long enough. 
The x-ray picture is seldom helpful for the first 
twenty-four hours, and may not be diagnostic even 
then. Both Barnes and White believe that the 
electrocardiogram furnishes valuable diagnostic 
evidence. Hosoi® stresses the importance of these 
clinical features, and lists them in the following 


*From the Cancer Section, Westfield State Sanatorium and the Pondville 
Hospital (Wrentham), Massachusetts Department of Public Health, and the 
Springfield Hospital. 

tVisiting physician, Westfield State Sanatorium; assistant visiting physician, 
Springfield Hospital. 


order of frequency, after a study of 64 cases con- 
firmed by autopsy: dyspnea, restlessness, cyanosis, 
sweating, vomiting, pain in the chest and cough, 
with or without bloody sputum. He does not give 
the frequency distribution of these symptoms, 
however, nor does he state how many of them we 
may expect to find in one and the same patient. 

This unanimity of opinion as to the diagnostic 
criteria for pulmonary embolism should render an 
accurate diagnosis a simple matter, even for the 
tyro. And if all the criteria are present, it is. But 
a study of 43 fatal cases in which autopsy showed 
pulmonary embolism to have been the imme- 
diate cause of death reveals that only 3 cases an- 
swered the composite description quoted by White. 
In 9 cases the clinical picture ante mortem was so 
atypical as to make the diagnosis of pulmonary 
embolism unwarranted, even in retrospect. Fur- 
thermore, during this study I encountered a sig- 
nificant number of patients who presented a suf- 
ficient number of these criteria ante mortem to 
warrant a diagnosis of pulmonary embolism, but 
in whom the pathologist found sepsis, without 
evidence of embolism, as the cause of death. Be- 
cause of other lethal states which resembled pul- 
monary embolism clinically, and the cases of ac- 
tual embolism which masqueraded as shock, coro- 
nary thrombosis or bronchopneumonia, this study 
was undertaken in order to reappraise the validity 
of accepted diagnostic criteria. 

Since the material for the study came from three 
different institutions with widely varying autopsy 
rates, a statistical analysis of the incidence of pul- 
monary embolism is futile. Hosoi® cites 1 such 
death per 1000 hospital population. Pilcher’ gives 
the same incidence for surgical cases. Henderson® 
found that fatal cases of pulmonary embolism rep- 
resented 6 per cent of all postoperative deaths 
during the period studied. It is evident, therefore, 
that this entity is of more than academic im- 
portance. 

In Henderson’s series the average age was about 
fifty-three years, which was ten years older than 
the average of 1000 consecutive adult surgical 
patients used as controls. The average age in the 
present study was sixty years, owing to the pre- 
ponderance of cancer patients who fall into the 
higher age brackets. The patients were almost 
equally divided between the two sexes, there being 
22 men and 21 women. Data on their state of nu- 
trition was not obtainable. Henderson's patients 
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were 13 pounds overweight, and the impor- 
tance of obesity has also been stressed by Snell,” 
although its exact significance is not clear from 
his report. Only 26 of the patients in my series 
developed fatal pulmonary embolism after an op- 
eration, but all 43 were suffering from some sort 
of surgical lesion. The type of anesthetic was 
probably not significant, in view of the relative 
frequency of the various types of anesthetic used in 
all surgical cases. Fourteen patients had a gen- 
eral anesthetic, 6 local anesthetic, 3 spinal anesthetic 
and 2 a combination of two or more anesthetic 
agents. The seriousness of postoperative infection 
in predisposing the patient to pulmonary embolism 
has been stressed by many investigators. Hender- 
son found it in 44 per cent of his fatal cases. 
Robertson” in an analysis of 146 fatal cases found 
phlebitis in only 4 per cent. In my study, 17 of 43 
fatal cases had shown some sort of complication, 
usually sepsis or phlebitis, prior to the develop- 
ment of pulmonary embolism. Of the 26 patients 
who had undergone operation, 13 had had some 
sort of postoperative complication. That is, of 
the 17 cases with complications, 13 occurred in 
the operated group and only 4 in the unoperated. 


Four of the 26 operated patients had a postoper- 


ative phlebitis which was recognized ante mortem. 
But only 1 of the 17 unoperated patients had a 
demonstrable phlebitis, and this case was subjected 
to surgery, if a blood transfusion can be so clas- 
sified. 

The interval between operation and death varied 
from a few minutes to thirty-six days, with an 
average of ten days. Ten of the 26 operative 
deaths occurred during the first postoperative 
week, 8 during the second and 5 during the third. 
Thus far the results of this study appear to reflect 
the commonly accepted views which form the 
basis of my hypothetical medical student’s easy as- 
surance. The catastrophic suddenness of fatal 
pulmonary embolism is more apparent than real. 
Robertson found that in 39 per cent of 146 fatal 
cases the patients gasped, fainted, became pallid 
and died within one hour, whereas in 61 per cent 
they developed chest pain, cyanosis and hemop- 
tysis, and lived several hours or days. Hosoi® 
states that in 20 per cent of 64 fatal cases the 
patients died suddenly, while in 60 per cent they 
lived one to three days after operation. Unfortu- 
nately, the actual interval between the onset of 
symptoms and death is not made clear. In my 
series 13 patients died within one hour of the 
onset of symptoms. The remaining 30 lived from 
several hours to several days. 


Dyspnea — labored as contrasted with merely 
rapid respiration— was the commonest finding, 
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but it occurred in only 28 of the 43 cases. In 
1 aged patient it was the only clue and suggested 
congestive heart failure rather than embolism. 
Twenty-seven patients had an elevated pulse, and 
23 elevated respirations. Cyanosis was present in 
22 cases and was the only sign or symptom in 2. 
Marked weakness or actual collapse was observed 
in 17 cases, and in 6 it was the only evidence on 
which a diagnosis could have been made. Almost 
as frequent was sweating, which occurred in 16 
cases. Fever was present in 16 cases, but 10 of 
these patients had pre-existing sepsis, which was 
probably responsible. Thirteen complained of 
chest pain; only 1 described this as a smothering 
sensation, whereas the rest referred to it as definite 
pain. Seven vomited, usually dark-brown ma- 
terial, with the onset of symptoms. This episode 
was clearly distinct from any postanesthetic or 
other postoperative complication, and occurred in 
patients who had been entirely free of gastric 
symptoms. Restlessness was frequently noted, but 
it was less common than in Hosoi’s® series. A fall 
of blood pressure was noted in only 5 patients, 
but in 1 case it actually rose to 240 mm., sys- 
tolic. Unfortunately, the catastrophic nature of 
most of these mishaps precluded blood-pressure 
determinations or adequate examination of the 
chest, so that these figures are not significant. 
Cough and sputum were infrequent and were not 
always associated in the same case. Pallor was 
observed in only 2 cases, in contrast to cyanosis, 
which occurred in 22. X-ray photographs were 
taken in only a few cases and failed to reveal pul- 
monary lesions. No electrocardiograms were taken. 
One Cassandra-like observation was recorded in 
many of the progress notes and may be significant: 
before any definite symptoms developed the patient 
frequently complained of not “feeling just right,” 
or it was observed that he was “not doing well” 
or had failed to rally from the operation; patient 
and physician alike seemed to realize that all was 
not well, but the vague and amorphous character 
of the complaints concealed their significance. In 
this study, whereas 28 patients showed dyspnea, 
27 tachycardia, 23 elevated respiration, 22 cyanosis 
and 17 marked weakness or collapse, only 11 of 
the 43 patients manifested all five of these criteria, 
and only 1 had them all plus sweating, fever, 
chest pain and vomiting. In 9 cases the picture 
was so bizarre or ambiguous that a clinical diag- 
nosis of fatal pulmonary embolism seemed un- 
warranted, even in retrospect after the autopsy. 
The following condensed case histories are illus- 
trative. 
Case Reports 


Case 1. C. McC. (3111P), a 76-year-old man with car- 
cinoma of the face, had received both x-ray and radium 
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treatment. He grew steadily weaker and lapsed into coma 
and died within an hour, without significant change in 
temperature, pulse or respirations. At autopsy several large 
b~ nches of the pulmonary artery were found to be oc- 
cluded by a recent clot. 


Cast 2. C. T. (267P), a 26-year-old man with carcinoma 
of the parotid, had had radium seeds implanted in the 
growth. A few days before death he developed erysipelas 
and began to go steadily downhill in spite of serum. He 
died apparently of sepsis without any striking abnormality 
of temperature, pulse or respirations. Autopsy revealed 
a clot in the left pulmonary artery. 


Case 3. A. B. (14951P), a 70-year-old woman with 
carcinoma of the cecum, had a colectomy under local 
anesthesia. She failed to rally from the operation, became 
stuporous and seemed to go into shock in spite of trans- 
fusion immediately after operation. Eighteen hours after 
operation the blood pressure had risen to 260/58, compared 
with a preoperative level of 160/70, but she continued to go 
downhill and did not regain consciousness. Just before 
death, which occurred 24 hours after operation, there was 
slight cyanosis and coughing. The temperature, pulse and 
respirations were slightly elevated just before death but not 
during the preceding period of unconsciousness. Autopsy 
revealed bilateral thrombosis of the pulmonary artery. 


Case 4. M. E. (9973P), a 73-year-old man with inoper- 
able carcinoma of the stomach, was apparently making 
an uneventful recovery from exploratory laparotomy. On 
the 4th postoperative day he collapsed without premoni- 
tory signs or symptoms and died within a few minutes. 
At autopsy emboli were found in both pulmonary arteries. 


Case 5. S. H. (5705P), a 79-year-old man, had received 
x-ray and radium treatment for carcinoma of the tonsils. 
He became markedly cachectic and dehydrated and died 
apparently from cachexia without change in temperature, 
pulse or respirations. Pulmonary embolism of the right 
lower lobe was found at autopsy. 


Case 6. J. C. (8654P), a 55-year-old man, had carcinoma 
of the rectum. Four days after posterior excision, second 
stage, the posterior pack was removed because of sepsis. 
He continued to go downhill with signs of extensive sepsis 
and renal insufficiency. He died on the 26th postoperative 
day, apparently of sepsis and renal insufficiency, having 
shown marked elevation of temperature, pulse and respira- 
tions for the previous 6 days. Autopsy revealed a throm- 
bus in the left pulmonary artery and multiple emboli 
in the branches leading to the right lung. 


Case 7. G. D. (7750P), a 70-year-old man, had inopera- 
able carcinoma of the stomach. On admission for terminal 
care, cyanosis of the right hand was observed. On the day 
before death there was definite gangrene of the hand. 
The patient became stuporous and died quietly 2 days later, 
with no significant signs or symptoms except a slight rise 
in the temperature, pulse and respirations just before death. 
Autopsy revealed emboli in each pulmonary artery and 
in the right axillary artery. 


Case 8. G. T. (7419P), a 54-year-old man, had a right 
nephrectomy under spinal anesthesia for a hypernephroma. 
Three days later he became distended and the pulse rose 
to 130, although the temperature remained normal and 
the respirations did not rise until just before death. While 
a duodenal tube was being passed to relieve the distention 
the patient stopped breathing and died. Autopsy revealed 
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a thrombus in the branch of the pulmonary artery leading 
to the right upper lobe. 


Case 9. M. B. (10734P), an 81-year-old woman, had 
been receiving palliative x-ray treatment for inoperable 
carcinoma of the breast. Six days after the last treatment 
she lapsed into coma without any premonitory signs or 
symptoms and died quietly a few hours later. The only 
positive physical findings were elevations of the pulse and 
respirations and incontinence, just before death. A throm- 
bus in the branch of the pulmonary artery leading to the 
right lower lobe was found at autopsy. 


If such clinical ambiguity exists in cases proved 
by autopsy one can only speculate on the validity 
of the 22 deaths from pulmonary embolism re- 
ported"* in Massachusetts in 1935, in view of the 
fact that only 4 were proved by autopsy. 

In Hosoi’s’ study, 42 per cent of the postopera- 
tive emboli were found at autopsy to be in the 
lower lobes, more often on the right side (in the 
ratio of 2:1). Forty-two per cent were in the main 
pulmonary artery or in one or both of its branches. 
In my group both main branches were the ones 
predominately involved, but the group is too small 
to warrant statistical analysis. 


Embolectomy has not proved a conspicuous suc- 
cess and the value of papaverine administered in- 
travenously has not yet been established. Further- 
more, before any lifesaving form of therapy can 
be instituted the clinical diagnosis of pulmonary 
embolism must be made. It is evident that in 
about two thirds of the fatal cases the patients 
survive long enough for the application of some 
remedial measure, provided one can be found. 
But an appreciation of the clinical features of pul- 
monary embolism is essential if one’s suspicions 
are to be aroused to the point of securing what- 
ever laboratory studies may eventually prove defi- 
nitely diagnostic and warrant heroic measures. 


CONCLUSIONS 


This study emphasizes the frequency and seri- 
ousness of pulmonary embolism, and suggests that 
its possibility should be considered in any patient 
who is not doing well, even though he has under- 
gone no operation and presents no signs of in- 
fection. Dyspnea, tachycardia and cyanosis are 
early and frequent signs. Although often accom- 
panied by collapse, this feature may be absent or 
may occur alone. Finally, there appears to be no 
single criterion short of autopsy by which the 
diagnosis of pulmonary embolism can be infallibly 
established or excluded. It is believed, however, 
that if it is remembered that this condition can 
mimic, and be mimicked by, coronary thrombosis, 
bronchopneumonia, sepsis and surgical shock, 
greater diagnostic acumen will be developed. 
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REPORT ON MEDICAL PROGRESS 


OTOLARYNGOLOGY 
Car G. Fiaxe, M.D.* 


BOSTON 


advances in otolaryngology can best 
be considered under the following headings: 
ears; nose and sinuses; nasopharynx and pharynx; 
and larynx, trachea and bronchi. 


Ears 
Otitis Media in Scarlet Fever 


According to Wesselhoeft,’ suppurative otitis 
media is the most important complication of scar- 
let fever. This conclusion is the result of his own 
experience with 10,000 cases of scarlet fever and a 
survey of the literature on this disease. The inci- 
dence of purulent otitis media in 370,000 cases of 
scarlet fever gleaned from the literature was 12 
per cent, all the reports from various parts of the 
world giving approximately the same figure. This 
would seem to indicate that climate, which plays 
an important role in the morbidity of scarlet fever, 
exerts no influence on the incidence percentage of 
ear infection. The incidence of scarlet fever in 
the first year of life is low, but when it does oc- 
cur, otitis media is frequent, although not so fre- 
quent as in the second and third years of life when 
almost half the patients developed otitis media. 
The importance of otitis media is due to its fre- 
quency and to the complications which arise from 
it, such as permanent deafness, mastoiditis, sinus 
thrombosis, septicemia, petrositis and meningitis. 
While infection of the middle ear may happen at 
any time during the course of scarlet fever, most 
cases occur after the first week, and particularly 
between the fourteenth and twenty-first days, the 
same period in which there is a peak for the other 
suppurative as well as nonsuppurative complica- 
tions, such as nephritis, arthritis, endocarditis and 
purpura hemorrhagica. When German measles or 
chicken pox occurs in combination with scarlet fe- 


*Assistant in surgery, Harvard Medical School; visiting otolaryngologist, 
Children's Hospital, Boston. 


ver the incidence of otitis media does not rise, but 
with measles or the common cold there is a 
marked increase in otitis, and with diphtheria 
the incidence of otitis is highest of all. While 
in uncomplicated diphtheria the incidence of 
otitis media is only 3 per cent, diphtheria that 
occurs during convalescence from scarlet fever 
raises the incidence to about 65 per cent. This is 
pointed out as a striking example of the enhance- 
ment in virulence of hemolytic streptococci through 
symbiosis. As to the effect of the removal of the 
tonsils and adenoids on the complicating ear in- 
fection, Wesselhoeft concluded that the operation 
exerts no beneficial influence on the incidence of 
middle-ear abscess or mastoiditis. The value of 
tonsillectomy during the convalescence from scar- 
let fever was regarded as an entirely different mat- 
ter. The practice of removing large and infected 
tonsils and adenoids after the third week is now 
well established as a safe procedure that often has 
a good influence on the course of suppurating 
ears and other complications. Paracentesis of the 
eardrum is of value to relieve pain or to provide 
adequate opening. But the influence of para- 
centesis on the course of otitis media is not so 
great as most textbooks indicate. In regard to the 
value of cod-liver oil as a preventive of middle-ear 
complications, Wesselhoeft points to a study” done 
on the scarlet-fever wards of the Boston City Hos- 
pital, where large doses of cod-liver-oil concen- 
trate were administered. to 500 patients with no 


benefit. 


Ottis Media Due to Type 3 Pneumococcus 


As the infecting agent in otitis media, the Type 
3 pneumococcus is one of the most treacherous or- 
ganisms with which the otologist has to deal. It 
often acts in an insidious manner, giving rise to 
few symptoms while causing great destruction of 
bone. Ears infected by this organism are much 
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more likely to be the origin of intracranial com- 
plications than are those infected by the hemolytic 
streptococcus. While the use of sulfanilamide and 
sulfapyridine has undoubtedly reduced the num- 
ber of complications from middle-ear disease due 
to this organism, and has unquestionably cured a 
great many, these drugs should still be regarded as 
an adjunct to the treatment. The patient should 
be watched even more carefully than before, for 
the drugs frequently produce a masking effect on 
the course of the infection that may be confusing 
or misleading. An analytic study was made by 
Maybaum and Druss* of 73 patients who had 
middle-ear and mastoid infection due to the Type 3 
pneumococcus. The disease in most of the cases 
ran the usual clinical course of infection of the 
middle ear, followed by mastoiditis or intracranial 
complication. Mastoidectomy was performed on 
69 patients. In 46 cases there was marked im- 
pairment of hearing. These authors emphasize 
the point, already known, that pronounced impair- 
ment of the hearing in the presence of an appa- 
rently normal tympanic membrane, or one only 
slightly thickened, suggests a Type 3 pneumococ- 
cus infection. There was hemicranial pain in 44 
cases. Tenderness over the mastoid was noted 
in 49 cases and was not present in the others, even 
when a subperiosteal abscess developed later. The 
x-ray findings in the mastoid processes were not 
characteristic. The average duration of symp- 
toms before operation was thirty-three days, a 
longer interval than is ordinarily observed in strep- 
tococcal infections of the mastoid. In 41 cases 
there was extensive destruction of bone in the 
mastoid, and frequently marked softening with- 
out actual pus formation. In 23 cases a perisinus 
abscess was noted, and in 9 an epidural abscess of 
the middle or posterior fossa was seen. Of the 73 
patients studied, 59 were discharged as improved 
and 14 died, a mortality rate of 18 per cent. Pro- 
longed observation of the patient after complete 
healing of the mastoid is regarded by these authors 
as of extreme importance. 


Aero-otitis Media 


With the development of travel by air a con- 
dition known as aero-otitis media is becoming more 
prevalent. This has been defined as an acute or 
chronic traumatic inflammation of the middle ear, 
caused by a pressure difference between the air in 
the tympanic cavity and that of the surrounding 
atmosphere. It commonly occurs during marked 
changes in altitude, and is characterized by in- 
flammation, pain, tinnitus and deafness. Accord- 
ing to Lovelace, Mayo and Boothby,‘ failure to 
ventilate the middle ear voluntarily may be the 
result of inexperience, carelessness or failure to 
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awaken sleeping passengers on transport planes. 
The most frequent causes of inability to ventilate 
the middle ear are stenosis of the Eustachian tube 
as a result of an acute or chronic infection of the 
upper part of the nose and nasopharynx, paralysis 
of the soft palate or superior pharyngeal muscles, 
enlargement of the pharyngeal or tubal tonsil, in- 
flammatory conditions of the Eustachian tube or 
middle ear and scar tissue about the ostium of 
the Eustachian tube. In acute aero-otitis media 
there is first a feeling of fullness in the middle 
ear due to a negative or positive pressure equivalent 
to 3to5 mm. of mercury. As the decrease in pres- 
sure becomes more marked the hearing becomes 
less acute. There are tinnitus, increasing pain and, 
sometimes, vertigo. Higher pressures produce 
agonizing pain. The tympanic membrane rup- 
tures when it is under an air pressure equivalent 
to 100 to 150 mm. of mercury. The symptoms are 
relieved by the opening of the Eustachian tube, 
if the negative pressure has not become so great 
as to render this impossible. In chronic aero- 
otitis media there is partial deafness, which may 
be more pronounced on one side and vary from 
day to day, with a sensation of fullness and stufh- 
ness in the ears and with head noises. This deaf- 
ness is made worse by changes in altitude and by 
acute infections of the upper respiratory tract. On 
examination the eardrums are either bulging or, 
more frequently, retracted. The drum membrane 
is dull and lusterless, and sometimes slightly thick- 
ened. The light reflex is diminished or absent. 
The hearing is decreased, and the deafness is of 
the conductive type. One of the authors, who was 
himself subject to this type of auditory distress, 
sometimes for two or three days, after traveling 
in an airplane, administered by inhalation a mix- 
ture of 80 per cent helium and 20 per cent oxygen 
to several subjects, in the hope of alleviating or 
preventing the condition. As a result of these 
experiments the authors suggest inhalation of 
helium and oxygen as an adjunct in the prevention 
and treatment of acute aero-otitis media. Further 
measures for the alleviation of this condition, as 
advocated by Armstrong and Heim,’ consist in 
swallowing, yawning, singing, autoinflation of the 
Eustachian tube and contraction of the salpingo- 
pharyngeal muscles. The use of vasoconstrictor 
drugs in spray form is suggested for those with 
an upper-respiratory infection. Acute aero-otitis 
can also be relieved by instillation of water at 
about 110°F. into the external auditory canal and 
the application of dry heat, together with the 
spraying of astringents into the nasopharynx every 
two to four hours. Inflation of the tympanic cav- 
ity may be done where necessary. 
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AND SINUSES 


Allergy 

It is the opinion of Hansel® that too much sur- 
gery of the nose, sinuses and throat is being done 
without considering the factor of allergy. While 
surgical procedures are indicated in certain cases, 
results will not be satisfactory unless the allergic 
factors are controlled. There are often other as- 
sociated evidences of allergy, such as asthma, bron- 
chitis, bronchiectasis, gastrointestinal allergy, al- 
lergic headache, urticaria, eczema and angio- 
neurotic edema, which must also receive proper at- 
tention from the allergic standpoint. In order that 
the patient may get the best possible care there 
must be close co-operation between the otolaryn- 
gologist and the allergist. Among the possible 
manifestations of allergy are aphthous stomatitis 
and canker sores, both of which are of relatively 
common occurrence. Some cases of gingivitis have 
been claimed by dentists to be of allergic origin. 
Tonsillectomy rarely has a distinct beneficial effect 
on respiratory allergy but may reduce the inci- 
dence of complicating infections. Among 200 
children considered by Hansel for removal of the 
tonsils and adenoids, 26 had definite respiratory 
allergy. If the tonsils and adenoids are large in 
allergic children and obstruct the air passages they 
should be removed, because nasal respiration is 
thereby impaired. The operation should not be 
performed during the hay-fever season. 

From a review of the current literature, Hansel 
gives the following summary of the status of ioniza- 
tion in nasal allergy. Many leading rhinologists 
consider ionization of the nasal mucosa a safe 
measure in the treatment of hay fever and peren- 
nial nasal allergy. On the other hand, the ob- 
servations of several prominent allergists indicate 
that ionization does not give results comparable 
to those obtained by allergic methods of treat- 
ment. Several observers have shown that the use 
of escharotics in nasal allergy produces results 
equally as satisfactory as those obtained by ioniza- 
tion. So far no permanent destructive changes 
have been noted as a result of ionization. How- 
ever, complications such as anosmia, neuralgia and 
sinusitis have been reported in a few cases. Satis- 
factory relief following ionization is apparently 
the result of a general desensitizing effect, as well 
as a shrinkage of the nasal tissues and the diminu- 
tion of hypersecretion. Bronchiectasis as a com- 
plication of bronchial asthma is seen not infre- 
quently; on the other hand, chronic bronchitis 
and bronchiectasis occur in the absence of definite 
asthma. Polypoid changes in the mucous mem- 
brane of the nose and paranasal sinuses similar 
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to those noted in cases of allergy commonly co- 
exist in bronchiectasis without asthma. Accord- 
ing to Hansel few observers have paid any particu- 
lar attention to the incidence of allergy in these 
patients, and the changes in the nose, sinuses and 
bronchi have been treated as though infectious in 
origin. Now the question arises as to the part 
played by allergy in bronchiectasis with or with- 
out co-existing sinus changes. Watson and Kibler’ 
observed that bronchiectasis is seldom found with- 
out some evidence of sinusitis. They also noted 
that many patients with bronchiectasis had some 
manifestations of allergy such as hay fever, asthma, 
urticaria, eczema and rhinitis. On studying the 
cytology of the nasal secretions they were im- 
pressed by the frequency of the high percentage 
of eosinophils. A similar study of the sputum 
likewise showed an abundance of eosinophils in 
a large percentage of cases. On this basis these 
authors began investigation and treatment of these 
cases from the allergic standpoint and were able 
to obtain most satisfactory results. Thus a new 
conception of the etiology of bronchiectasis that 
makes its prevention and recovery possible has 
been presented. The development of the dis- 
ease is explained on the following sequence of 
events: a basal allergic bronchitis, atelectasis and 
eventually, after a variable length of time, bron- 
chiectatic dilation. 


Roentgen-Ray Therapy in Sinusitis 

During the last ten years there has been an in- 
creased interest in roentgen-ray therapy of sinusitis. 
With few exceptions the articles on this subject 
have been contributed by radiologists. A review 
of the literature by Gatewood? revealed an absence 
from the case reports of any uniform rhinologic 
study and a wide variety of roentgen-ray technics, 
some authors favoring large infrequent doses and 
others preferring light doses scattered over a long 
period. It is generally agreed that x-ray therapy is 
most effective with certain types of hyperplastic 
sinus membrane. The best results are obtained in a 
subacute or recent sinusitis where there is marked 
infiltration, with little air space. Gatewood ob- 
served 22 cases before and after radiologic treat- 
ment. Four patients showed complete relief of 
symptoms; the clinical findings were entirely nor- 
mal and the diagnostic films clear. These patients 
were considered, in a sense, well. Eight patients 
were symptomatically improved, but irrigations of 
the antrum of 3 showed purulent discharge. Ten 
patients thought that they were not helped symp- 
tomatically. Their x-ray films did not show any 
appreciable change from the originals, and clini- 
cal examination showed little or no difference from 
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the appearance before x-ray treatment. Four of 
these 10 patients were operated on by means of 
the double Caldwell-Luc operation. In each case 
the antrums were filled with hyperplastic mucous 
membrane and polypoid granulations. Cultures 
showed streptococci. The antral contents did not 
differ in appearance from those of others with this 
type of infection who had not been subjected to 
irradiation; with one exception, the same held true 
for microscopic examination. Gatewood believes 
that roentgen-ray therapy for any form of sinusitis 
is in an early experimental stage, and that closer 
co-operation between the radiologist, the rhinologist 
and the microscopist must be obtained before the 
true effects of this type of therapy can be de- 
termined. 


NaAsopHARYNX AND PHARYNX 
Thornwaldt’s Bursa 


Eagle® reports 64 cases of nasopharyngeal bursa 
observed by him during the past six years. The 
persistent sac lies beneath the adenoids and empties 
by a short duct at the lower portion of this tissue. 
The sac extends upward and backward into the 
periosteum. It is apparently a persistent embryo- 
logic structure that lies dormant until traumatized 
or infected. In the majority of the cases symptoms 
due to the presence of the bursa were noted after 
the adenoids had been removed. Two forms of 
this disease are described: the cyst type (46 cases), 
in which the duct is occluded; and the crust type 
(18 cases), in which the duct is patent and the 
discharge is adequate but dries and forms crusts 
in the nasopharynx over the opening of the duct. 
The content of these cysts is invariably a jelly- 
like clear or turbid substance. The symptoms in 
both types of the disease are practically the same: 
frequent upper-respiratory infections, postnasal dis- 
charge, a rather thick and tenacious material be- 
ing most commonly described, headache, which is 
usually low occipital in type and daily or rather 
frequent in occurrence, and, in several cases, slight 
fever, especially following any attempt at local 
treatment of the region. Some patients with crust 
formation complained of a dull ache located in 
the nasopharynx. Obstruction of the Eustachian 
tube and referred pain to the ear were commonly 
noted. The crust type of pharyngeal bursa did 
not always present evidence of disease on examina- 
tion, especially if the crust had recently loosened 
and fallen into the pharynx. A careful search 
may have to be made in order to find the pin-point 
duct orifice. The crusts were invariably conical 
in shape and faceted into the conical depression 
at the duct orifice, which is located at the lower 
border of the adenoid area. Cultures were made 
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in all operative and practically all nonoperative 
cases. A hemolytic Staphylococcus aureus was 
found in 19 patients, and a beta-hemolytic strep- 
tococcus in 6. Mixed infections were common. 
Clinical diagnosis was made in all cases by ex- 
amination with the nasopharyngoscope.  Treat- 
ment consisted of complete removal of the sac 
by a thorough curetting of the entire adenoid 
area. This procedure necessitates much more force 
than is ordinarily used during an adenoidectomy. 
The Barnhill adenoid curet was found to be the 
most useful instrument for this operation. Twenty- 
five patients who were thoroughly curetted recov- 
ered completely from local nasopharyngeal symp- 
toms. 


Bulbar Poliomyelitis and Tonsillectomy 


It has been pointed out that the incidence of 
bulbar poliomyelitis in children who have been 
recently tonsillectomized is much higher than that 
in any other group. Sabin’® presents conclusive ex- 
perimental evidence that while mere transitory 
contact of the virus with the normal or injured 
pharynx or tonsils will not produce poliomyelitis, 
it is possible to infect monkeys when the virus in 
quantities of from one hundred to one thousand 
minimal cerebral infective doses is injected into 
the region of the tonsil. This area is for some 
reason more sensitive than is the abdominal, cuta- 
neous or subcutaneous tissue. That the pathway 
of the virus is along a local peripheral nerve after 
tonsillopharyngeal injection is indicated by the 
high incidence of the bulbar type of the disease 
among these monkeys and evidence that the virus 
did not invade the central nervous system along 
the olfactory pathway. If the virus in the human 
being behaved as it does in a monkey, — and there 
is no evidence that such is the case,— one would 
expect that for the development of post-tonsil- 
lectomy poliomyelitis the virus would have to be 
present in the secretions or in the tonsils during 
the operation, and that infection would be facili- 
tated by injection or postoperative suturing. That 
poliomyelitis virus does occur in the secretion of 
the upper-respiratory tract and in the tonsils of 
apparently healthy human beings is already known, 
although it is not clear whether the virus is more 
prevalent during the summer and early autumn 
than at other times of the year. These findings 
suggest that the season of high incidence of polio- 
myelitis is not a favorable period for operation on 
the upper air passages. 


Larynx, TRACHEA AND BRoncHI 


Injury to the Larynx from a Duodenal Tube. 
The soft-rubber duodenal tube has come to 
have wide use in surgery and medicine as a syphon 
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for the treatment of postoperative gastric and in- 
testinal distention and as a means of feeding pa- 
tients who are unable or unwilling to swallow. 
The tube is commonly passed through the inferior 
nasal meatus to the pharynx and esophagus, and 
thus to the lower gastrointestinal tract. At the 
upper end of the esophagus the cricopharyngeus 
muscle, which has a sphincter-like action, grasps 
the tube and holds it in contact with the posterior 
surface of the cricoid cartilage and the posterior 
surfaces of the arytenoid cartilages. Even with the 
tube in place the patient makes some involuntary 
swallowing movements, and these serve to bring 
in even closer contact the tube and the posterior 
cartilaginous portions of the larynx. Considering 
the widespread use of the duodenal tube, accidents 
and untoward happenings are relatively uncom- 
mon. However, a note of warning is sounded by 
Iglauer and Molt,"? who report 10 cases of severe 
injury to the larynx observed by them during a 
period of two years. Each of these patients had 
an indwelling tube in place for at least six days. 
Symptoms of laryngeal obstruction were so severe 
in 8 cases that a tracheotomy was necessary. Two 
of the 10 patients died. One had the tube down 
for only six days when she gradually developed 
signs of laryngeal obstruction. Postmortem ex- 
amination of the larynx showed an acute ulcera- 
tion through the entire thickness of the esophag- 
eal wall, with extension of the inflammation along 
the soft tissue about the cricoid cartilage and with 
involvement of the left arytenoid cartilage. Nec- 
ropsy on the other patient showed, in addition to 
a severe laryngitis, three shallow ulcerations on the 
anterior wall of the esophagus in the region of the 
cricoid cartilage. In most of the 10 patients, evi- 
dence of injury to the larynx was first noted after 
permanent removal of the tube. The early symp- 
toms included pain, dysphagia, blood-streaked 
sputum, hoarseness and croupy cough, accompa- 
nied by more or less dyspnea. Gradual increase in 
the severity of these symptoms occurred over a 
period of days or weeks, during which dyspnea 
became the prominent symptom and was so ex- 
treme that tracheotomy was necessary. The ex- 
treme dyspnea was explained on the basis of sub- 
glottic edema. Five of the patients are still under 
treatment for laryngeal stenosis, and none of them 
have been able to dispense with the tracheal can- 
nula. Iglauer and Molt suggest that, in the pres- 
ence of an indwelling duodenal tube, any signs or 
symptoms indicating esophageal or laryngeal in- 
volvement demand an immediate examination of 
the larynx, and removal of the tube if the larynx 
or hypopharynx shows any sign of inflammation. 
They further urge that wherever feasible the 
tube should be removed and cleaned at frequent 
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intervals and reinserted through the opposite nos- 
tril. The use of a small tube is desirable when- 
ever possible. 


New Technic for the Repair of Laryngeal Paralysis 


Bilateral paralysis of the abductor muscles of the 
vocal cords is most often the result of operative 
trauma in the neck, such as is sometimes seen in 
the complications after thyroidectomy, inflamma- 
tory processes in the neck or severe edema. This 
type of paralysis may also be the result of tabes or 
bulbar palsy. Occasionally, mediastinal growths 
may involve both recurrent laryngeal nerves. 
Various procedures have been devised and used 
for the relief of this condition. They may be 
classified under four headings: permanent trache- 
otomy, nerve suture, cordotomy or cordectomy and 
cord displacement. Since the object of any oper- 
ation should be to restore the functions of phona- 
tion and respiration, none of these procedures 
have, in the opinion of King,’* given satisfactory 
results. He noted that the suprahyoid muscles 
pulled the larynx up during swallowing, while the 
infrahyoid group, including the omohyoid muscle, 
pulled it down. He has devised an operation 
consisting essentially of transposition of the omo- 
hyoid muscle to the arytenoid cartilage in recent 
cases, plus laryngeal reconstruction in cases of old 
involvement with contracture. The operation is 
preceded by a preliminary tracheotomy, and four 
to six weeks are allowed for the patient to become 
accustomed to a tracheotomy tube and for infec- 
tion to clear up. In brief the operation consists in 
mobilizing the anterior belly of the omohyoid 
muscle and attaching it by sutures to the posterior 
surface of the arytenoid cartilage. The esophagus 
is not entered. The arytenoid cartilage is mobilized 
by cutting the ligamentous capsule of its joint on 
three sides — mesial, outer and posterior, the last of 
which also divides the fibers of the cricoaryte- 
noideus posticus muscle. Where the paralysis is 
of long standing, it is also advisable to divide the 
interarytenoideus muscle and fascia and to sever 
the joint capsule. 


Complications of Acute Obstructive Laryngitis and 
Tracheotomy 


A review of the literature by Graebner*® shows 
that comparatively few cases of mediastinal em- 
physema incident to acute obstructive laryngitis 
have been reported. Pneumopericardium has never 
been described as a complication of this condition. 
On the Croup Service of the Willard Parker Hos- 
pital in New York City, 5 patients were observed 
who had one or the other of these complications. 
Two patients had pneumopericardium within 
twenty-four hours after tracheotomy was done; 2 
had pneumomediastinum, and in one of these 
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cases it was noted that air was present in the 
tissues during operation, while in the other it 
developed two days later with the exacerbation of 
a previously mild brc.chopneumonia. The re- 
maining patient did not have a tracheotomy, and 
pneumomediastinum was found after cough and 
expectoration developed, with evidence of infection 
in the lower respiratory tract. All the patients 
had nonspecific croup. Pneumomediastinum may 
be the result of severe physical strain, attacks of 
coughing in pertussis, operative procedures on the 
neck, thorax and abdomen, and perforating wounds 
of these regions. The evidence presented in these 
cases indicates a direct relation of pneumomediasti- 
num and pneumopericardium to obstruction of the 
upper or lower part of the respiratory tract rather 
than to tracheotomy. The route by which air 
enters the pericardial sac is not known. No specific 
measures were required in these patients other 
than relief of all obstruction to respiration. 

Six cases of acute laryngeal obstruction are re- 
ported by Michels.’ Three of the patients died. 
Pneumothorax and mediastinal emphysema oc- 
curred in 5 cases following tracheotomy. Michels 
believes that these complications occur more often 
than the literature suggests. In relation to the 
mechanism responsible for pneumothorax there 
are several anatomical factors to be considered. 
Injury to the lung or the dome of the pleura may 
easily occur in children during tracheotomy be- 
cause of the close relation of these structures to 
the trachea; this is especially likely to happen 
should the incision be too low or deviate from the 
midline. Incising the pretracheal fascia and lifting 
it away from the trachea may allow air to enter the 
mediastinum. Closing a recent tracheotomy wound 
by stitching may also cause mediastinal em- 
physema. The experimental production of pneu- 
mothorax and mediastinal emphysema by the in- 
trapleural route, with direct rupture of the paren- 
chyma and the pleura, according to Kirshner,’® re- 
quires a pressure equivalent to 100 to 300 mm. of 
water. The intrapleural route, with dissection of 
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minute globules of air from the interstitial tissues 
along the great vessels to the hilus, is probably a 
commoner one when intrapulmonic pressure is in- 
creased by cough or any severe and sudden strain. 
After tracheotomy or any endoscopic procedure 
the patient should be closely observed. Increasing 
respiratory embarrassment demands a careful sur- 
vey of the chest, and fluoroscopy or the taking of 
roentgen-ray films if necessary. Pneumothorax 
may be recognized by greatly diminished excur- 
sion of the affected side, displacement of the heart 
to the opposite side and a diminution or absence 
of breath sounds. The percussion note is usually 
tympanitic, but if the amount of air present is 
small and the bronchi are full of mucus, there 
may be dullness. Mediastinal emphysema may be 
recognized by crepitant sounds following each 
heart beat. Tympany may be present over the 
area normally occupied by cardiac dullness, and 
the apex beat is often lost to inspection and pal- 
pation. Early recognition of these conditions is 
important so that some form of drainage can be 
instituted. 


300 Longwood Avenue. 
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CASE 26191 
PRESENTATION OF CASE 


First Admission. A twenty-six-year-old white 
man was admitted to the hospital for diagnosis. 

Six years before admission the patient developed 
a chronic, productive cough which he attributed 
to the inhalation of concrete dust while working 
in a factory which manufactured concrete pipe. 
The cough continued for some two years without 
appreciable change until he began to notice “pain 
in the head and face.” He was then advised by 
his physician to have a sinus operation, which he 
refused. Three years before admission he con- 
tracted pneumonia and was ill for one month. 
Because of persistence of the cough, however, he 
went to California. Before leaving, a few nasal 
polyps were removed in an outside hospital. He 
obtained a job at an electric power plant in 
the Imperial Valley, and during the winter two 
years before admission, his cough improved. As 
the heat and humidity increased in the spring, 
however, he began to lose weight and had attacks 
of “bronchial asthma” often lasting two to three 
days. In the fall, two years before entry, the pa- 
tient returned to Boston for treatment. A diag- 
nosis of “allergy” was made and he was ad- 
vised to return to California, which he did, only 
to find that his asthma increased when he re- 
mained on the desert. He continued to lose 
weight, became quite cachectic, and that winter 
entered a California hospital. Extensive studies 
were undertaken, and diagnoses of “pansinusitis 
and bacterial allergy” were made. In addition a 
persistent secondary anemia and a high eosino- 
philia were observed. In the spring, one and a half 
years before admission, he developed an ethmoid 
and orbital abscess which required surgical drain- 
age. This episode was followed by a severe at- 
tack of purpura, which recurred almost every 
month until his admission to this hospital. In the 
fall, one year before entry, he suffered another 
severe asthmatic attack which was somewhat al- 
leviated by dilaudid. Following this attack he 
was comparatively free of asthma, although on 
most occasions he “wheezed” at night. 

For two years before admission the patient ex- 
perienced pain of a vague, nondescript character 
in the abdomen and chest and in many joints. 
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Attacks were variously abrupt and insidious in 
onset. He also noted anorexia and easy fatiga- 
bility. Because of the gravity of his many com- 
plaints, he decided to return to his family in Bos- 
ton. 

The remaining family, marital and past his- 
tories were noncontributory. 

Physical examination showed a markedly ema- 
ciated young man in no apparent severe discom- 
fort. The nasal septum was perforated. There 
were a few small non-tender subcutaneous nodules 
in the right hypochondrium, and pressure sores 
over an olecranon process and the sacrum. The 
heart was normal save that there were a few pre- 
mature beats; the blood pressure was 140 systolic, 
90 diastolic. The lungs, abdomen, genitalia and 
rectum were normal, and a neurological examina- 
tion negative. 

The temperature, pulse and respirations were 
normal. 

Examination of the blood showed a red-cell 
count of 3,790,000 with 70 per cent hemoglobin, 
and a white-cell count of 15,800 with 46 per cent 
polymorphonuclears, 37 per cent eosinophils, 14 per 
cent lymphocytes, 2 per cent monocytes and 1 per 
cent basophils. The smear showed moderate 
achromia, with moderate variation in size; the 
platelets were normal. The urine showed a spe- 
cific gravity of 1.020 with a +++ albumin test; 
the sediment contained 20 red blood cells and 4 
white blood cells per high-power field, but no casts. 
The sputum and stools were negative. The 
blood Hinton test was negative at many examina- 
tions. Blood-sugar, nonprotein-nitrogen and serum- 
protein tests were negative. An electrocardiogram 
was normal save for evidence of a few extra- 
systoles. Roentgenograms of the chest were neg- 
ative. 

The patient remained in the hospital seventeen 
days and ran an essentially uneventful course. 
His temperature was normal except for an occa- 
sional rise to 99.8°F. He was given potassium 
iodide and calcium lactate with no noticeable 
change in his general condition. 

Second Admission (two months later). After 
his discharge the patient improved considerably: 
he felt stronger, his appetite improved, and he 
gained in weight. He was able to walk 500 feet 
without difficulty, and he experienced only “mod- 
erate pain” with the attacks of purpura which 
continued to appear. At night, however, he was 
nervous and sleepless, and had pain in the legs 
and feet. About seven weeks after discharge he 
had one extremely severe purpuric shower in the 
skin overlying the left kidney, with much pain and 
local tenderness but no hematuria. The attack 
lasted four to five days and the symptoms were 
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abated only with dilaudid. For one month prior 
to admission he noted many purpuric lesions in 
the skin of his feet. These became excruciatingly 
painful and required morphine for relief. An 
asthmatic attack occurred two days before entry 
and was characterized by wheezy breathing, dysp- 
nea, orthopnea, a “tight chest” and the production 
of thick glairy mucoid sputum flecked with blood. 
Palpitation of the heart, without chest pain, was 
noted. Since his discharge he had taken Lugol’s 
solution up to 100 drops a day. One week before 
re-entry he developed a swollen nose, noted ex- 
cessive lacrimation and developed an iodine skin 
rash. The Lugol’s treatment was stopped and re- 
lief was immediate. But on resumption of the 
therapy the same complications reappeared. It 
was, therefore, stopped permanently. The pres- 
sure sores on the sacrum and gluteal regions pre- 
viously noted had failed to heal. He was read- 
mitted for further study. 

Physical examination revealed that there were 
numerous, red, small, crusted papules and come- 
dones located over the back and chest. The hands, 
feet and lower legs were covered with small and 
large purpuric spots of varying ages. The eye- 
lids were red and slightly swollen, and there was 
lacrimation. The nose was crusted, and there 
was oozing about the external nares. The right 
radial artery showed a barely perceptible pulsa- 
tion, but there was vigorous pulsation in a col- 
lateral vessel on the dorsum of the wrist. Many 
coarse dry rales were heard over the lung fields, 
and there were ill-defined areas of diminished in- 
tensity of breath sounds. The blood pressure was 
114 systolic, 90 diastolic. The remainder of the 
examination was either unchanged or negative. 

The blood showed a hemoglobin concentration 
of 80 per cent, with a white-cell count of 18,900 
and a differential count as follows: polymorpho- 
nuclears 31 per cent, lymphocytes 20 per cent, 
monocytes 1 per cent, eosinophils 47 per cent and 
basophils 1 per cent; the red cells appeared nor- 
mal. The serum nonprotein nitrogen was 30 mg. 
per 100 cc. He ran a normal temperature through- 
out his hospital stay of five days. The pulse was 
slightly elevated. 

Final Admission (three months later). The pa- 
tient was fairly well after discharge. He gained 
10 pounds and felt generally stronger, although he 
had several asthmatic attacks. About two and a half 
months after discharge he had a transient right 
hemiparesis with aphasia and convulsions. This 
recurred a few days later. In each instance there 
was complete return of muscle control. One week 
before entry he was examined by his physician and 
a uriniferous breath was noted. There were bi- 
lateral papilledema, exudates and hemorrhages in 
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the eye grounds. The blood pressure had risen 
to 240 systolic, 160 diastolic, and the nonprotein 
nitrogen was 50 mg. per 100 cc. The urine showed 
a large trace of albumin, with a specific gravity of 
1.010 and many red and white cells in the sedi- 
ment. He was admitted to the hospital for ter- 
minal care and died on the second hospital day. 
The temperature was 99°F., the pulse 90, and the 
respirations 20. A lumbar puncture showed an 
initial pressure of 340 mm. of water, and the 
spinal fluid gave a total protein of 40 mg. per 
100 cc.; no cells were observed. 


DiFFERENTIAL D1aGNnosis 

Dr. Atrrep O. Lupwic: It seems to me that 
the outstanding features of the story were the 
asthma which this man had had for about six 
years before his final illness, the persistently high 
eosinophilic count in the blood, the weight loss, 
the cachexia, the purpura and finally the fairly 
rapid development of hypertension and signs and 
symptoms of acute nephritis and renal failure. 
In addition, he also had pain in the extremities 
and joints, pain in the abdomen, and later central- 
Nervous-system symptoms with hemiparesis, apha- 
sia and convulsions. I believe that if we are go- 
ing to explain this story on one basis we must 
make a diagnosis of extensive vascular disease of 
some sort, but it might be worth while to see if 
there are any other conditions that might fit the 
picture. 

In any individual who has a high eosinophilic 
count in the peripheral blood one thinks of trichi- 
nosis as a possible diagnosis; but there is absolutely 
nothing else in this history to make me think of 
it. This man had pain in the extremities but 
there is no note that he had muscle tenderness 
or that he had the swollen eyelids, the hemor- 
rhages in the ocular muscles so frequently seen 
in this condition, or any history of eating infected 
pork. One does occasionally see high degrees of 
eosinophilia in Hodgkin’s disease, but again there 
is nothing in this history to allow one to make 
such a diagnosis. 

One other possibility would be the presence of 
a leukemia, and yet the blood examination seems 
to me to have shown nothing that would permit 
one to consider this condition here. 

There is a disease with which we have become 
increasingly familiar in the past few years, — in 
fact I have seen other cases very much like this 
one, — namely periarteritis nodosa. It is quite in- 
teresting that Rackemann and Greene’ have de- 
scribed a series of cases in which asthma was a 
part of the disease. They reported 8 cases of 
their own, all of which showed a high degree of 
eosinophilia. Asthma had been present from two 
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to twenty-seven years before the periarteritis could 
be diagnosed. We have no way of knowing 
whether it was present for all that time and in 
what way the asthma was associated. In addition 
to these 8 cases they found 27 others in the litera- 
ture in which asthma and periarteritis had been 
present at the same time. The pathologic lesions 
in this disease are primarily vascular — perivas- 
cular infiltration with eosinophils, with involve- 
ment of the intima and thrombosis of numerous 
vessels, very often with the formation of small 
nodules and aneurysms. This may occur in small 
blood vessels anywhere, and on that basis, symp- 
toms may occur in any system. One previous 
case that we saw here was erroneously diagnosed 
trichinosis because of severe pain in the arms and 
legs. A muscle biopsy was made which established 
the diagnosis. That patient lived six years after 
leaving the hospital. 

The involvement of the various organs in peri- 
arteritis nodosa is of some interest. According to 
the literature” * the kidneys are involved in 80 
per cent, the heart in 70 per cent, the liver in 65 
per cent, the gastrointestinal tract in 50 per ceni, 
the muscles in 30 per cent, the peripheral nerves 
in 20 per cent and the central nervous system in 
8 per cent. Lesions of the most varied sort may 
take place. A group of cases has been reported? 
from the Mount Sinai Hospital in New York City, 
in which patients came in with abdominal pain 
suggesting appendicitis. The appendix was re- 
moved and found to contain thrombosed vessels 
due to periarteritis. 


The eosinophilia which occurred in this case is 
by no means a common phenomenon in this dis- 
ease. It so happens that most of the cases I have 
seen had eosinophilia, but in reported cases in 
the literature it occurred in 12 per cent. Usually 
there is a leukocytosis with a predominance of 
polymorphonuclear cells. A fairly severe secondary 
anemia is the rule. Many of the patients have 
hypertension. It is remarkable that more do not 
have hypertension when one considers the exten- 
sive vascular involvement that these patients may 
have, as well as the renal involvement. Neuro- 
logic manifestations may be extremely varied in 
their symptomatology; peripheral neuritis is not 
uncommon. The case which I described in which 
we erroneously made the diagnosis of trichinosis 
had extensive signs of peripheral neuritis, which 
when present is due to the same cause that pro- 
duces symptoms in other systems, namely throm- 
bosis of the small blood vessels, in this case the 
nutrient arteries of the peripheral nerves. So far 
as the central nervous system is concerned, al- 
most any lesion may appear.’ These patients very 
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often run a fever. We have seen cases with low- 
grade fevers—up to 100 or 102°F.— persisting 
for many months. The signs and symptoms of 
coronary thrombosis may occur, and signs of 
renal failure, as in this case, are not uncommon. 


There is one interesting point in this history 
—the blood Hinton test was negative. That is 
of interest because in some of the early cases syphi- 
lis was suspected as the etiologic agent inasmuch 
as there was aneurysmal dilatation in some of the 
vessels. A few cases were treated with arsphena- 
mine, but not with any striking success. 


The mortality in cases of periarteritis nodosa is 
extremely high. In the series of reported cases, now 
over 200, the mortality rates run between 90 and 95 
per cent. I know of two patients who lived five 
or six years after the diagnosis was definitely made, 
and one continued to have rather severe asthma 
during that time. There has been a good deal of 
speculation about the cause of the eosinophilia, 
and it appears that the high eosinophilic count 
occurred rather regularly in those individuals who 
had asthma as a striking feature of the disease. 
Others have believed that the asthma was not 
sufhcient to account for it. Some would explain 
eosinophilia in periarteritis on the basis of marked 
muscle degeneration. The muscles are involved in 
30 per cent, and I do not believe this an entirely 
adequate explanation of the eosinophilia. 

Another interesting observation by authors who 
have reported these cases was a very frequent his- 
tory of sepsis shortly preceding the onset, and 
that was true here. This man had had severe sinus 
infection. Many organisms have been found to 
be associated with the disease, quite often the 
streptococcus. Others have claimed that there was 
a relation between this disease and rheumatic 
fever, but I do not believe it has been proved in 
any sense of the word. The general impres- 
sion at the present time is that the etiology is un- 
known, but that there may be a sensitivity to the 
streptococcus or some of its toxic products. 1 think 
in one case someone succeeded in reproducing the 
disease in animals which he had sensitized with 
streptococci. 


I shall make a diagnosis of periarteritis nodosa, 
which seems to me the only one on which one 
can explain the symptoms that were present in al- 
most every system of the body, and I shall predict 
that he had fairly severe nephritis due to vascular 
changes —-that probably being the reason for the 
sudden marked rise in the blood pressure — and 
central-nervous-system changes on the basis of small 
thromboses. There was probably also a_ fairly 
large perirenal hematoma. Hematomas of all sorts 
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are described extensively in this disease. One more 
point is that skin lesions occur in 15 per cent of 
the cases— nodules, purpura, rashes and actual 
necrosis occur. The fact that the pressure sores 
did not heal may mean that there were vascular 
lesions in association with them. However, the 
skin lesions in the presence of the swollen eyes and 
oozing nose may of course have been due to 
iodism. 

Dr. J. H. Means: Was a biopsy performed on 
the skin nodules? 

Dr. Tracy B. Mattory: One was removed and 
proved to be something entirely inconsequential, 
a small fibroma. Have you any comments to 
make, Dr. Lyons? 

Dr. Cuamp Lyons: Nothing, except to say that 
he was referred to me for study of a bacterial 
infection; the diagnosis of periarteritis nodosa was 
so obvious that even I made it right off and passed 
him on to the medical service. 

Dr. Sepcwick Meape: Do any of the cases with 
neurologic manifestations have subarachnoid hem- 
orrhage? 

Dr. Lupwic: Yes; one man with asthma and 
periarteritis, who is still living, came in here with 
a subarachnoid hemorrhage as the presenting 
symptom. 

% 


CurnicaL Dracnosis 
Periarteritis nodosa. 


Dr Lupwic’s Dracnosis 


Periarteritis nodosa. 


ANATOMICAL DIAGNOSES 


Periarteritis nodosa. 

Cardiac hypertrophy, hypertensive type. 

Endocarditis, healed, aortic valve (? rheumatic). 

Arteriosclerosis, moderate, aorta and coronary 
arteries. 

Pulmonary emphysema, slight. 


PaTHOLOGICAL Discussion 


Dr. Mattory: Dr. Ludwig's diagnosis is cor- 
rect. The only thing that one can be sure of 
in regard to cases of periarteritis nodosa is that 
no two of them will be alike. There is an infinite 
variation in clinical symptoms and anatomical 
findings because the process can be exaggerated 
in one system of the body and be entirely lack- 
ing in another. In this case the point of maximal 
involvement at the postmortem examination was 
unquestionably the kidneys. There was very 
severe disease of the large and medium-sized ar- 
teries of the kidney. ‘Throughout this case the 
lesions affected rather larger arteries than usual, 
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judging from our personal experience. The ter- 
minal arterioles are almost never involved, nor are 
the large arteries. The large arterioles and the 
very small arteries ordinarily show the maximal 
involvement, vessels just at the borderline of ma- 
croscopic visibility. In this case the lesions were 
most numerous in readily visible vessels from 1 
to 2 mm. in diameter. There had been very ex- 
tensive destruction of the renal parenchyma, al- 
though the kidneys were still swollen rather than 
atrophic. 

The heart weighed 500 gm., I believe as a result 
of the hypertension. The coronary arteries showed 
quite extensive atheroma of the major branches 
and very occasional periarteritic lesions of the small 
branches. These tended to be concentrated in the 
vessels supplying the right auricle, where several 
small thrombosed arteriolar aneurysms were found, 
which were around 1 or 2 mm. in diameter. There 
was evidence of old endocarditis of the aortic 
valve, with fusion of two of the cusps. This seemed 
inactive, and we thought that it had nothing to 
do with the major process. The lungs were 
negative, and very scattered lesions were found 
elsewhere, except in the brain where once again 
there was considerable involvement with two quite 
definite gross infarcts in the basal nuclei. The 
great majority of the lesions were in an inactive 
state. Aneurysms had formed, the aneurysms had 
thrombosed, and the thrombi had undergone or- 
ganization. It is, I think, quite possible that if 
the severe hypertension had not developed this 
man would have survived the acute stage of the 
disease and might have lived a number of years. 

Dr. Ropert S. PatmMer: What is the incidence of 
hypertension in the reported cases or the ones 
seen here? 

Dr. Lupwic: So far as I know, no standard in- 
cidence has been given. 

Dr. Matrory: An occasional case presents it- 
self as one of malignant hypertension. The first 
case I ever saw was one of that type. 

Dr. Cuester M. Jones: The cases we have seen 
here, as I recall, have at first been frequently diag- 
nosed or considered peripheral neuritis or rheuma- 
toid arthritis. I should like to know whether there 
have been any lesions found in the joints them- 
selves. Have they been reported? 

Dr. Lupwic: I did not find any such reports. 

Was any peripheral-nerve change demonstrated 
histologically ? 

Dr. Matrory: It has been quite extensive in 
many cases. In this case we had sections of 
several nerves but found none. 

Dr. Jones: There is one patient that Dr. Racke- 
mann and | saw who died apparently of heart 
failure plus very bad asthma, and at autopsy, as 
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I remember, the bronchi were quite occluded by 
the mucus usually found in asthma. 


Dr. Mattory: In this case there was a con- 
siderable amount of mucus in the smaller bron- 
chioles, what one might well find in a chronic 
asthmatic patient between paroxysms, but not the 
extensive plugging that one finds with paroxysmal 
death. 


Dr. Lupwic: The diagnosis is usually made by 
biopsy ? 

Dr. Mattory: Yes, it almost always is. 

Dr. Jones: Abdominal pain can be excruciat- 
ing at times, almost as severe as renal colic. 

Dr. Lupwic: In one case described in the Mt. 
Sinai group, the patient had thrombosis of the 
portal vein; furthermore, thrombosis of the mes- 
enteric vessels is quite common. 
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CASE 26192 
PRESENTATION OF CaAsE 


A seventy-eight-year-old American physician en- 
tered the hospital complaining of abdominal disten- 
tion, cramps and diarrhea. 

The patient had had no abdominal difficulty un- 
til approximately two and a half years before ad- 
mission, when he experienced vague and diffuse 
abdominal pains which were rather discomforting 
but not crampy. These were associated with some 
diarrhea, and believing them to be due to a colitis, 
he took some medicine, which apparently relieved 
all his discomfort during the next few months. 
Since then he had had three or four similar attacks, 
each lasting two to four months, and each associated 
with shifting abdominal pains and diarrhea. Two 
months before entry he began having crampy ab- 
dominal pain, intermittent in character and last- 
ing a few seconds at a time. The abdomen would 
become distended and definite peristaltic waves 
could be seen. Distention usually came on to- 
ward evening and was accompanied by cramps. 
Attacks occasionally came on at night, waking 
the patient. He continued to have diarrhea, usual- 
ly four to seven stools a day, which often relieved 
the marked distention. As a rule the stools were 
watery to mushy and brown, without any blood. 
He passed a moderate amount of gas by rectum. 
During this two-month period he vomited about 
five or six times, the vomitus being green and 
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very sour. He believed he had lost some weight 
but did not know how much. His strength was 
fair until about two weeks previous to entry. His 
appetite was good. 

The family and past histories were not con- 
tributory. 


Physical examination showed a well-developed 
man who did not appear acutely ill. The chest 
was barrel shaped and symmetrical, and showed 
fair expansion. The heart seemed to be slightly 
enlarged to the left by percussion. The abdomen 
was markedly distended and tympanitic, and 
numerous peristaltic waves were observed. There 
was marked borborygmus, but no tenderness or 
definite masses. The prostate was moderately en- 
larged and symmetrical. The blood pressure was 
142 systolic, 80 diastolic. 


The temperature, pulse and respirations were 
normal. 

Examination of the urine was negative. The 
blood showed a red-cell count of 4,940,000, 14.1 
gm. of hemoglobin and a white-cell count of 
7200 with 57 per cent polymorphonuclears. The 
stools were brown, and guaiac negative. A plain 
roentgenogram of the abdomen showed numerous 
dilated, gas-filled loops of small bowel and a mod- 
erate amount of gas in the transverse colon and 
in the region of the splenic flexure. Films taken 
in the upright position showed numerous fluid 
levels in the small intestine. A barium enema 
flowed to the cecum without delay; the colon was 
normal in position and mobility. The tip of the 
cecum was directed anterolaterally. In the region 
of the ileocecal valve there was a considerable area 
of narrowing and deformity which did not change 
during the examination. After evacuation the 
films showed this area to be still present. At no 
time was barium seen to enter the terminal ileum. 
Spot films of this area suggested the presence 
of mucosal folds passing through the area of nar- 
rowing. 

He was given large amounts of intravenous glu- 
cose, and on the fifth day an operation was per- 
formed. 

DIFFERENTIAL Dracnosis 


Dr. Horatio Rocers: May I see the x-ray films? 

Dr. Ausrey O. Hampton: There are sets of 
plain films on two succeeding days, and at 
both times there is obvious evidence of small- 
bowel obstruction. You can see dilated loops 
in both, but they are much more marked on the 
second day. There are fluid levels in the small 
bowel when the patient is upright. A barium 
enema shows a quite unusual defect in the cecum. 
It appears to be due to pressure from without, 
and yet the mass is quite intimate with the cecum. 
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You cannot separate the mass from the bowel. 
It is present in all films. There is another defect 
in the ileum, but the ileal mucosa appears nor- 
mal. There is no real intussusception, yet the 
ileum points toward the cecum as though it were 
trying to intussuscept. The lumen of the ileum 
remains very narrow in all the films. 

Dr. Rocers: What is meant by the statement, 
“The tip of the cecum was directed anterolater- 
ally”? 

Dr. Hampton: I cannot prove it, but the cecum 
appears to be projected on end. It should go 
straight toward the pelvis. It has been displaced 
upward and anteriorly in some manner. In this 
spot film it looks as though there might be some- 
thing in the wall of the cecum. In fact, on one 
side the defect looks like that due to carcinoma 
of the cecum, whereas on the other side it looks 
like that due to extrinsic pressure. In none of the 
other films does it look like a carcinoma of the 
cecum. I do not know whether I have made 
the picture clear. I shall conclude by saying that 
most of the disease here represented is extrinsic 
but also adherent to the ileum and cecum. The 
difficulty in studying the mucosa of the ileum is 
apparent when one notes how small the lumen 
is in the area of the mass. 

Dr. Rocers: From the history we have a seventy- 
eight-year-old man with a two-and-a-half-year his- 
tory of attacks of abdominal discomfort and diar- 
rhea without blood and a two-month history of 
progressive intestinal obstruction; yet on admis- 
sion he was not very ill and was ready for opera- 
tion five days later. From physical examination 
we get confirmation of the fact that he was not 
very ill, and of obvious small-bowel obstruction. 
We also learn that there was no palpable mass. 
From blood studies we find that he had a prac- 
tically normal red-cell count and no leukocyto- 
sis. X-ray examination revealed the facts that 
there was a pathologic lesion in the ileocecal re- 
gion and that this probably originated outside 
the bowel. 

We know that he had small-bowel obstruction. 
The question is, What is the cause of the obstruc- 
tion? There are three categories of causes that 
we must consider — mechanical, neoplastic and in- 
fectious. 

Mechanical causes would include internal her- 
nias, of which retroileal hernia is perhaps the 
commonest. The sigmoid colon rather than the 
cecum is the commonest area to show volvulus, 
and with volvulus I should expect the symptoms 
to be more acute. Intussusception is commonest 
in the ileocecal region, but bleeding is usually pres- 
ent and the x-ray picture should be more charac- 
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teristic. I think we can rule out a mechanical 
lesion as the cause of this condition. 

In considering neoplasms, cancer of the cecum 
is by all odds the most likely. It cannot be that 
in this case, however, without being extremely 
atypical. Cancer of the cecum is characterized 
by rectal bleeding and by anemia. It could pro- 
duce the diarrhea that this patient complained 
of, but by the time it had reached the size to 
give this x-ray picture it should have given anemia, 
some degree of cachexia and a palpable abdom- 
inal mass. I think we can safely rule out cancer 
of the cecum. Of the benign tumors of the cecum 
perhaps polyp is the only one to be considered, 
but not seriously. It might be a lipoma or car- 
cinoid in the terminal ileum; but there is no evi- 
dence that this is a tumor of the small intes- 
tine, and there is a good deal of evidence from 
the x-ray films that it is not. 

Chronic infections or the late results of acute in- 
fections must be considered. There is the hyper- 
trophic type of tuberculosis of the cecum, which 
is characterized by diarrhea, usually with bleeding, 
and a destructive process which would be capable 
of producing small-bowel obstruction as a late 
result. But since it is usually accompanied by 
signs of tuberculosis elsewhere and rarely occurs 
in patients over forty, I do not believe we can 
consider it here. Regional ileitis is characterized 
by a long-continued diarrhea without bleeding 
and a certain degree of fever, debility and wasting, 
but that also is a disease of young adults, and 
the x-ray films, which should be characteristic, do 
not in the slightest suggest it in this case. We 
can dismiss chronic ulcerative colitis at once, be- 
cause that is also a disease of young adult life 
which is characterized by diarrhea and bleeding 
and presents a typical picture in the colon by x-ray. 
Also, in ulcerative colitis the rectum is usually 
involved in the later stages, and in this case noth- 
ing is said about that. Diverticulitis is a disease 
which a man of this age could well have, but it 
usually occurs in the sigmoid; furthermore, the 
diverticula are usually multiple, and nothing is 
mentioned about them in the x-ray films of this 
patient. 

This leads us to the conclusion that we are deal- 
ing with some benign condition—either a very 
unfamiliar one or a common one in unfamiliar 
guise. We must not forget that by all odds the 
commonest inflammatory disease of the abdomen is 
appendicitis and that at this age the symptomatol- 
ogy of appendicitis may be very atypical, the 
tendency being for a minimization of the symp- 
toms, which are so clear in a younger patient. In 
spite of too much diarrhea and too little in the 
way of acute symptoms, this patient could have 
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had acute appendicitis two and a half years ago. He 
could have had a recurrence of it on several occa- 
sions afterward, with, at some time, abscess forma- 
tion, absorption of the abscess and quieting down of 
the acute infection, and he could have been left 
with a great deal of scar tissue and dense adhesions 
around the cecum and terminal ileum — a condi- 
tion which could produce this x-ray picture and 
result in obstruction of the terminal ileum with- 
out leukocytosis. I think that is what he had, 
and I am certain that the surgeon who operated 
on him was puzzled by what he found and that 
even possibly the pathologist was doubtful when 
he first saw the specimen. 

Dr. F. Dennetre Apams: Dr. Rogers may have 
been slightly misled by the history of the early 
part of this man’s illness. The chief complaint 
was diarrhea. The episodes of pain which he 
had were not remarkable, as I obtained his his- 
tory. There was no especially acute episode of 
pain until he began to get into trouble two and 
a half months before he was operated on. 

Dr. Rocers: Yes, that is the risk I am taking; 
if I am wrong, I expect to be very thoroughly 
wrong. 


PREOPERATIVE DIAGNOSIS 
Intestinal obstruction from carcinoma of cecum. 
Dr. Rocers’s DIacnosis 


Ileocecal obstruction from old appendiceal ab- 
scess. 


ANATOMICAL DraAcNnosis 
Carcinoid of the ileum. 


PaTHOLocicaL Discussion 


_ Dr. Tracy B. Mattory: Dr. Rogers was wrong 
in two of his predictions: the case was not one 
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of appendicitis, and we do know what it was. 
The patient was operated on in two stages. At the 
first operation a mass was found in the region 
of the cecum and an anastomosis was done around 
it. I was called over at the time of the second 
operation and examined the specimen in the operat- 
ing room. On opening the cecum and terminal 
ileum the mucosa of both was perfectly intact. 
There was no ulceration, but there was an obvi- 
ous tumor mass that could be felt in the walls. 
Cutting through the mass showed it to be very 
firm tumor with about the texture and pattern 
of a fibroid of the uterus, except that it was bright 
orange-brown. ‘The color reminded me immedi- 
ately of adrenal tissue, but a frozen section showed 
that it was a carcinoid. 


These are relatively rare tumors, yet this is the 
third that we have had in a very short period. 
The tumor primarily involved the ileocecal valve, 
with extension to both the ileum and cecum. The 
major portion was external to the bowel wall, 
however, and most of the x-ray deformity was 
produced by pressure of the external tumor. 

Dr. Rocers: Is it not less common in the large 
than in the small intestine? 

Dr. Matrory: The commonest site of carci- 
noid tumors is the appendix, the next is the ter- 
minal ileum, and we have seen one case which 
we believe to be carcinoid of the rectum. They 
have been reported all the way from the stomach 
to the rectum, but the appendix and the lower 
ileum are the only common places. 

A Puysictan: How do you account for diar- 
rhea being a presenting symptom? 

Dr. Matxory: I cannot account for it except 
that lesions in that area very frequently cause diar- 
rhea; it seems to make no difference what the 
lesion is. 
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HOSPITAL DAY 


EIGHTEEN years ago Mathew Foley, then editor 
of Hospital Management, suggested that it would 
be appropriate to celebrate May 12, the birthday 
of Florence Nightingale, as Hospital Day. This 
original idea was warmly received, and Hospital 
Day has become generally accepted as the day on 
which hospitals are annually brought to public 
notice. It is appropriate, therefore, to consider at 
this time some of the problems that hospitals are 
facing. 

Of late there has been much discussion of the 
relative merits of voluntary or non-governmental 
and tax-supported or governmental hospitals. Some 
enthusiastic supporters of “state medicine” have 
advocated the assumption by government of all 
medical activities, including the support and di- 
rection of hospitals. The place of voluntary hos- 
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pitals in the medical structure has been most 
ably set forth by Mr. A. V. J. Hinds,* of Liver- 
pool, England, in a booklet entitled, Hospital 
Testament. 

Mr. Hinds points out that there are argu- 
ments supporting both the voluntary and the tax- 
supported hospitals, but that since the voluntary 
hospitals are doing their work efficiently and since 
taking over by governmental agencies would re- 
quire a tremendous initial cost — unless confisca- 
tion were resorted to— and a continuing high oper- 
ating cost, both of which would result in increased 
taxation, there is slight chance of serious consid- 
eration of such a step. 

Furthermore, Mr. Hinds writes: 


It is clear that hitherto the voluntary hospitals have 
always attracted to themselves the most brilliant medi- 
cal men. The merit of their organization is that they 
do in fact create rather than attract the best men. The 
width of experience available to the Honorary engaged 
partly in private practice and partly in hospital work 
has already been emphasized, but there is an important 
aspect of it that needs elaboration. The Honorary’s 
work for the hospital, as doctor, teacher and research 
worker, must be maintained at the high standard which 
is necessary to provide him an income in his private 
practice. If the quality of his hospital work deteri- 
orates, his reputation is damaged and his private prac- 
tice suffers. He thus has a constant incentive to achieve 
distinction which would be lacking if he were a sal- 
aried officer of the hospital, an incentive to give of his 
best to his hospital work — which is a public service 
—in order to benefit his private work which is his 
livelihood. Furthermore, his eminence in his profes- 
sion is maintained only by the confidence of those he 
serves, and the persons who have the greatest say in 
giving him employment as a consultant in a private 
case are the general practitioners, members of his own 
profession who are judging him as expert. 


Mr. Hinds believes sentiment alone is not suffi- 
cient to justify the continuation of voluntary hos- 
pitals. Therefore, he submits the following sci- 
entific arguments: 


1. The voluntary hospitals ensure that only the best 
brains of the medical profession are accorded distinc- 
tion, by subjecting them to the rigorous test of recog- 
nition by their practicing colleagues engaged in the 
same work in the same profession. They do not ob- 
tain positions of eminence as a result of selection and 
promotion decided solely by a political body or a lay 
administrator. 

2. The voluntary hospitals ensure that the best 
brains of the medical profession are not only at the 
command of the wealthy but are also at the service of 
the public as practitioners in the hospitals. The bene- 
fits of first-rate medical attention are not confined to 
one class of the community. 


*Hinds, A. V. J.: 
Lid , 1939, 


Hospital Testament. London: Hodder and Stoughton, 
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3. The voluntary hospitals ensure that the best 
brains of the medical profession are not only engaged 
in the practice of medicine but are also at the disposal 
of the public as university teachers of medicine. There 
is no separation of the practical work from the teach- 
ing of it. 

4. The voluntary hospitals ensure that for the per- 
formance of these public services the medical profes- 
sion is remunerated, not by fixed salary, but indirectly 
by the rewards of private practice, in such a way, 
therefore, as to provide the maximum incentive for the 
achievement of excellence. There is no danger that a 
hospital appointment or a teaching appointment will be 
regarded as a sinecure. 

5. The voluntary hospitals ensure that the teaching 
of medicine in the universities, and research into new 
methods of treatment in the hospitals, are guided and 
controlled by independent laymen whose loyalty to a 
single purpose permits and inspires them to provide 
the funds required for a bold policy of advancement in 
research. There is not the necessity to confine expen- 
diture along the lines imposed by direct responsibility 
to the masses of the public. 

6. The voluntary hospitals ensure that in one of the 
most important spheres of social life there is a variety 
of approach, on the one hand by public bodies, and on 
the other by private and voluntary institutions. The 
existence side by side of the two types of effort affords 
a useful basis of contrast, and a stimulus to friendly and 
healthy rivalry. Experiment of every kind is easier 
for the private and voluntary agency, but both types 
benefit from the results of research which proves itself 
successful. 


There is a great similarity between the hospital 
systems of Great Britain and of the United States. 
Mr. Hinds’s conclusions, therefore, may be applied 
aptly to the situation here, and Hospital Day seems 
to be a proper time to emphasize that there is 
work enough in this country for both voluntary 
and governmental hospitals and that the future of 
each lies not in competition but rather in co- 
operation with the other. 


THE COMMERCIAL EXHIBITS 


Or the sixty-five commercial exhibits that are 
scheduled for the annual meeting of the Massa- 
chusetts Medical Society this year, some have been 
arranged by old friends and others by newcomers. 
All exhibitors have gone to considerable trouble 
and expense to present attractive booths, which 
should be visited by the members of the Society 
for the purpose not only of gaining information 
but also of expressing appreciation for co-operation. 

Few realize the extent of the financial support 
given to the Society by the exhibitors. This year 
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these firms are contributing more money than ever 
before for booth space and are thereby making it 
possible for the Society to continue the annual 
meetings at their present size without their becom- 
ing a financial drain. Furthermore, many of them 
support the New England Journal of Medicine by 
their advertising. The officers of the Society and 
of the Journal appreciate and value this support, 
but they realize that it will continue only so long 
as there is interest by the members in the products 
of these firms. 


Every member of the Society who attends the 
annual meeting should take time to visit the vari- 
ous exhibits, and if he remembers the firm as an 
advertiser in the Journal, he should comment on 
that fact. Such interest will be well repaid by 
the exhibitors in their loyalty to the Society. 


MEDICAL EPONYM 


BROADBENT’S SIGN 


Credit for the discovery of this sign must be 
given to Sir William Broadbent (1835-1907), al- 
though it was first described by his son, Walter 
Broadbent, in an article entitled “An Unpublished 
Physical Sign,” which appeared in the Lancet (2: 
200, 1895). Later in 1895 an elder son, John F. H. 
Broadbent, now Sir John, included a description 
of the sign in his book Adherent Pericardium 
(London, 1895). It was not until 1898 that Sir 
William published his description, which appears 
under the title “Adherent Pericardium” in the 
Transactions of the Medical Society of London 
(21: 109 - 122, 1898). 


A systolic tug of the left false ribs posteriorly com- 
municated by the diaphragm may be conspicuous. 
The recoil from the drag may be so distinct as to 
look and feel to the hand like pulsation, and in the 
first case in which I observed it, now more than 
twenty years since —a case of left empyema — it was 
taken for pulsation, and it was supposed that a pulsat- 
ing tumour of some kind underlay the empyema. A 
post-mortem examination showed that the cause was 
adherent pericardium. I have often seen this tugging 
since, and in some cases it can be made to affect the 
right false ribs by causing the patient in the sitting 
position to lean over to the left so as to throw the 
drag of the heart upon the right half of the dia- 
phragm. It must be added that this indication is 
not infallible, as the tugging has been observed when 
the heart was hypertrophied without adhesions, 
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MASSACHUSETTS MEDICAL SOCIETY 


ANNUAL MEETING OF THE COUNCIL 


The annual meeting of the Council will be held 
in the Swiss Room of the Copley-Plaza, Boston, 
on Tuesday, May 21, at 10:30 a.m. 

Business: 


1. Presentation of record of meeting held Feb- 
ruary 7, 1940, as published in the New Eng- 
land Journal of Medicine, for March 7, 1940. 


. Nominating Committee retires to deliberate. 
. Reports of standing and special committees. 
. Election of officers and orator. 


. Appointment of committees for ensuing year, 
both standing and special. 


6. Incidental business. 


WM Ww 


ALEXANDER S. Becc, Secretary. 


Councilors are asked to sign one of the two attendance 
books before the meeting. The Cotting Luncheon will 
be served immediately after the meeting. 


SECTION OF OBSTETRICS 
AND GYNECOLOGY* 
Raymonp Titus, M.D., Secretary 


330 Dartmouth Street 
Boston 


Durinc PREGNANCY 


Mrs. T., a twenty-six-year-old para II, about 
twenty weeks pregnant, complained on Novem- 
ber 6, 1912, of fatigue and fever. The tempera- 
ture was 103°F.; there was some urinary irrita- 
tion. 


The family history was negative. The patient 
had had infection of the mastoid as a child, and 
the abscess under conservative treatment burst ex- 
ternally. At the age of six she had had a period 
of unexplained fever lasting six to eight weeks. 
She had also had measles, and although intimate- 
ly exposed, had never had scarlet fever. At the 
age of twenty-one she had had an attack of acute 
tonsillitis, followed by a mild attack of rheumatic 
fever; the latter lasted about six weeks and left no 
sequelae. She had never undergone a surgical op- 
eration. Catamenia began at thirteen, were reg- 
ular with a twenty-eight-day cycle and lasted five 
days with no discomfort. The last period was 
June 8, making the expected date of confinement 
March 15, 1913. The previous pregnancy had been 
normal throughout. 

series of selected case histories by members of the section will be 
Commen 


published weekly. ts and questions or subscribers are solicited 
and will be teed by moon Be of the section 
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She was first seen on August 12, at which time 
physical examination showed a well-developed and 
well-nourished woman. The heart was not en- 
larged; there were no murmurs. The lungs were 
clear and resonant; there were no rales. The blood 
pressure was 112 systolic, 60 diastolic. The breasts 
showed engorgement. The abdomen was _nor- 
mal. The uterus was anterior, and enlarged con- 
sistent with the period of amenorrhea. Examina- 


tion of the extremities was negative, as was that 
of the urine. 


The pregnancy was normal until November 6. 
At that time the urinary sediment contained a 
large amount of pus and the right kidney was 
definitely tender. A diagnosis of pyelitis was 
made, and conservative medical treatment was in- 
stituted — forced fluids, urotropin and sodium bi- 
carbonate. The temperature ran an up-and-down 
course for ten days and then remained normal 
for about a week. Following no apparent in- 
discretion, the patient had a chill and the tem- 
perature rose abruptly to 103°F., with a pulse of 
120. There was again much pus in the urine, and 
the patient had a great deal of bladder irritation. 
The attack lasted for about ten days, and then 
the temperature reached normal and remained 
so for another week. Another attack, similar to 
the two previous ones, followed. This time, as 
was very often done when the bladder showed 
marked irritation, a consulting urologist recom- 
mended that the bladder be irrigated with warm 
boric acid solution; however, no relief was ob- 
tained. These various attacks were accompanied 
by chills, general malaise, lack of appetite and 
marked despondency. The last one occurred six 
weeks before delivery. The pregnancy from then 
on showed no exacerbation of the pyelitis, and 
the baby was born on March 12, 1913, after a 
short normal labor. 


Comment. This case illustrates the treatment of 
pyelitis of pregnancy at a time when it was en- 
tirely symptomatic and supportive. Nowadays 
bladder lavage is never considered. The subse- 
quent history offers justification for the good prog- 
nosis that was offered patients suffering from 
pyelitis of pregnancy at that time. Since then the 
patient has had one other child, the pregnancy be- 
ing complicated by pneumonia at seven months, 
has undergone an operation for intestinal ob- 
struction and has had frequent gallstone attacks, 
but has never had subsequent attacks of pyelitis. 
Today at the age of fifty-four the blood pressure 
is 116 systolic, 60 diastolic, and the urine is nor- 
mal. 
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MASSACHUSETTS MEDICAL SOCIETY 


THE ONE HUNDRED AND FIFTY-NINTH ANNIVERSARY 
Tuesday and Wednesday, May 21 and 22, Copley-Plaza Hotel, Boston 


The exercises of the one hundred and fifty-ninth annual 
meeting of the Society will be held at the Copley-Plaza 
Hotel, Boston, on May 21 and 22. Members of the medi- 
cal profession are invited to attend. 

The Committee of Arrangements in charge of this year’s 
meeting consists of Drs. Augustus Thorndike, Jr., chair- 
man, Edward J. O’Brien, William T. O’Halloran, James A. 
Halsted and George P. Sturgis. 

With the exception of some of the section round-table 
meetings and luncheons, all the meetings will be held in 
the Copley-Plaza Hotel. The commercial exhibits will 
fill the ballroom and part of the foyer, while the unusually 
interesting scientific exhibits will take the balance of the 
foyer, the balcony boxes and the east corridor of the main 
floor. At the end of the east corridor will be a continuous 
moving-picture exhibit of medical pictures. The program 
has been selected with care and contains a number of pic- 
tures made by members of the Society, which should prove 
interesting and instructive. 

The members’ registration desk will be in the main ball- 
room, and it 1s hoped that everyone who attends will 
register. 

The annual dinner and the Shattuck Lecture will be 
held on the same evening, Tuesday, May 21. 

The golf tournament will be held at the Belmont Coun- 
try Club on Tuesday, May 21. 

Section round-table meetings and luncheons will take 
the place of the section meetings of other years. As it is 
necessary to have, beforehand, some idea of the number 
who will attend these luncheons, all members are urged 
to notify the committee at once if they plan to come. 


TUESDAY, MAY 21 


General Clinical Meeting 
9:00 to 12:00 


SHERATON RooM 


Chairman: Dr. A. Warren Stearns 


9:20 Tumors of the Breast. Dr. Grantley W. Taylor, 
Boston. 

9:35 Discussion by Dr. Shields Warren, Boston. 

9:45 Treatment of Prostatic Obstruction. Dr. Reed Nes- 
bit, Ann Arbor, Michigan. 

10:15 Discussion by Dr. William C. Quinby and Dr. 
Fletcher H. Colby, Boston. 

10:25 Acute Surgical Emergencies of the Abdomen in 
Pregnancy. Dr. Judson A. Smith and Dr. 
Marshall K. Bartlett, Boston. 

10:40 Discussion by Dr. Howard M. Clute, Boston. 


INTERMISSION 


11:00 The Relation of Urinary-Tract Infections to Hyper- 
tension. Dr. Soma Weiss, Boston. 


11:15 Discussion by Dr. Allan M. Butler and Dr. Robert 
S. Palmer, Boston. 


11:25. The Treatment and End Results of Plantar Warts. 
Dr. Joseph H. Marks and Dr. Clifford C. Fran- 
seen, Boston. 


11:35 The Diagnosis of Marte-Striimpell Arthritis with 
Certain Aspects of Treatment. Dr. Hugh F. 
Hare, Boston. 


11:50 Discussion by Dr. Charles L. Short, Boston. 


Supervising Censors’ Meeting (Parlor A) 10:00 
Council Meeting (Swiss Room ) 10:30 
Nominating Committee (PARLOR A) 
Cotting Luncheon (Swiss Room ) 1:00 


(following Council Meeting) 


Section Round-Table Meetings and Luncheons 
12:00 to 2:00 


All round-table luncheons will be $1.00. Reservations 
should be made at once. 


Section of Medicine 
PresipENt’s Room, Universiry Cius 
Chairman: Dr. Chester M. Jones, Boston. 
Secretary: Dr. Erwin C. Miller, Worcester. 


Subject: Toxic Manifestations of Important Drugs. 


Section of Obstetrics and Gynecology 
Main Dininc Room, Universiry 
Chairman: Dr. Roy J. Heffernan, Brookline. 
Secretary: Dr. Raymond S. Titus, Boston. 


Subject: Abnormal Uterine Bleeding. Leader: Dr. 
Frank A. Pemberton, Boston; assisted by Drs. 
Thomas Almy, Fall River; Robert J. Carpenter, 
North Adams; and Joel M. Melick, Worcester. 


Section of Surgery 


CrystaL Room, WestMinsTER 


Chairman: Dr. Reginald H. Smithwick, Boston. 
Secretary: Dr. Bancroft C. Wheeler, Worcester. 
Subject: Vitamins and Surgery. 
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Section of Pediatrics 


BALLROOM, WESTMINSTER HorTEL 


Chairman: Dr. Charles F. McKhann, Boston. 
Secretary: Dr. James M. Baty, Boston. 


Subject: Allergy in Childhood. 


Section of Dermatology and Syphilology 


State SALon, CopLey-PLaza Hore. 


Chairman: Dr. C. Guy Lane, Boston. 
Secretary: Dr. John G. Downing, Boston. 


Subject: Skin Manifestations on Extremities. 


General Clinical Meeting 
2:00 to 5:00 


SHERATON Room 
Chairman: Dr. William H. Robey 


2:00 The Common Cold. Dr. Wilson G. Smillie, New 
York City. 

2:20 Discussion by Dr. Arlie V. Bock, Cambridge. 

2:30 The Relation of Sinus Infection to Chronic Non- 
Tuberculous Pulmonary Infection. Dr. Robert 
L. Goodale, Boston. 

2:45 Discussion by Dr. Charles F. McKhann and Dr. 
Philip E. Meltzer, Boston. 

2:55 The Surgical Treatment of Chronic Lung Abscess. 
Dr. Edward D. Churchill, Boston. 

3:10 Discussion by Dr. Thomas H. Lanman and Dr. 
John W. Strieder, Boston. 

INTERMISSION 

3:30 Tuberculosis in Childhood. Dr. Edith M. Lin- 
coln, New York City. 

3:50 The Pathogenesis of Primary and Reinfection 
Types of Pulmonary Tuberculosis. Dr. Es- 
mond R. Long, Philadelphia. 

4:10 Discussion by Dr. Henry D. Chadwick, Newton. 

4:20 The Treatment of Pneumococcal Pneumonia. Dr. 
Francis G. Blake, New Haven, Connecticut. 

4:50 Discussion by Dr. Kenneth D. Blackfan and Dr, 
Donald S. King, Boston. 

Annual Dinner (MAIN DriNING Room) 7:00 

The Shattuck Lecture (SHERATON Room ) 8:45 


9:00 


Immunity to Virus Diseases: Some theoretical and 
practical considerations. Dr. Ernest W. 
pasture, professor of pathology, Vanderbilt Univer. 
sity School of Medicine, Nashville, Tennessee. 


WEDNESDAY, MAY 22 


Symposium on Syphilis 
9:00 to 11:00 


SHERATON 
Chairman: Dr. C. Guy Lane 


The Clinical Manifestations of Primary Syphilis. 
Dr. Francis M. Thurmon, Boston. 
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9:15 The Interpretation and Reliability of Reports of 
Serologic Tests for Syphilis. Dr. Tracy B. Mal- 
lory, Boston. 


9:30 The Detection and Treatment of Cardiovascular 
Syphilis. Dr. Herrman L. Blumgart, Boston. 


9:45 The Early Clinical and Laboratory Manifestations 
of Central-Nervous-System Syphilis. Dr. H. 
Houston Merritt, Boston. 


10:00 The Public-Health Aspects of Syphilis as it Con- 
cerns the General Practitioner. Dr. Thomas 
Parran, Washington, D. C. 


10:30 Discussion by Dr. Rudolph Jacoby, Dr. Austin W. 
Cheever, Dr. Howard B. Sprague, Dr. James 
B. Ayer and Dr. Dwight O’Hara, Boston. 


Annual Meeting (SHERATON Room) 11:00 


Annual Oration (following meeting) 


New England, Neurosurgery and the Neurosurgeon. 
Dr. William Jason Mixter, Boston. 


Annual Luncheon (Swiss Room) (following oration) 


Symposium on Sulfanilamide 
2:00 to 5:00 
SHERATON Room 


Chairman: Dr. Reginald Fitz 


2:00 The Management of Acute Streptococcal Infections 
of the Upper Respiratory Tract. Dr. Conrad 
Wesselhoeft, Boston. 

2:15 Discussion by Dr. Gordon Berry, Worcester. 

2:25 The Treatment of Puerperal Sepsis. Dr. Joseph 
P. Cohen, Boston. 

2:40 Discussion by Dr. Champ Lyons, Boston. 

2:50 The Treatment of Urinary-Tract Infections by Spe- 
cific Therapy. Dr. E. Granville Crabtree, Bos- 
ton. 

3:05 Discussion by Dr. George Gilbert Smith and Dr. 
Samuel N. Vose, Boston. 

INTERMISSION 

3:30 The Diagnosis and Treatment of Gonorrheal Arthri- 
tts. Dr. Chester S. Keefer, Boston. 

3:45 Discussion by Dr. Walter Bauer, Boston. 

3:55 The Treatment of Meningococcal Meningitis. Dr. 
Edwin H. Place, Boston. 

4:10 Discussion by Dr. LeRoy D. Fothergill, Boston. 

4:20 The Possible Skin Manifestations of Sulfanilamide. 
Dr. Arthur M. Greenwood, Boston. 

4:30 Summary. Dr. Perrin H. Long, Baltimore, Mary- 
land. 

* * 
Moving Pictures 
9:30 to 4:30 
East Corripor, CopLey-PLaza 
Tuesday — May 21 
9:30 The Valves of the Heart in Action. 
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9:45 The Mechanism and Electrocardiographic Registra- 
tion of the Heart in Health and Disease (2 
reels). 

10:15 Episiotomy and Repair (3 reels). 

11:00 Postpartum Hemorrhage. 

The Transverse Cervical Cesarean Section. 

Differential Diagnosis of Vomiting in the New- 
born. 

11:45 .Tuberculosis in Childhood. 

Action of Drugs on Intestinal Motility. 


The Use of the Miller-Abbott Tube for Decom- 
pressing the Small Bowel in Certain Types of 
Intestinal Obstruction (2 reels). 


The Use of Extra-Fine Catgut in Gastrointestinal 
Surgery. 

Complete Colectomy for Ulcerative Colitis. 

Hernioplasty for Left Indirect Inguinal Hernia. 

Teaching Diabetics. 

Newton Conquers Diphtheria. 

Diagnostic Procedures in Tuberculosis. 


Wednesday — May 22 
The Darkfield Diagnosis of Primary Syphilis. 
Technical Aspects of Intravenous Serum Treatment 
of Pneumonia. 
Acute Appendicitis. 
Blood Studies in Shock, as a Guide to Therapy. 
Treatment of Burns (2 reels). 
Use of Russell Traction in Fractures of the Femur. 
The Treatment of Infantile Paralysis. 
Mental Deficiency Due to Birth Injury. 
Mayo Vaginal Hysterectomy. 
Methods for the Determination of Bleeding Tend- 
ency. 
Cholecystectomy and Choledochostomy. 
Dividing Cancer Cells in Vitro. 
Radical Mastectomy. 
Technic of Blood Transfusion. 
The Use of Placental Blood for Transfusion. 
Child-Guidance Work. 


Scientific Exhibits 


Lossy 
Booth 


A-B Shellfish : Mosquitoes. 


Massachusetts Department 
of Public Health. 


Foyer 


65-66 Brush and Pen Illustrations in the Field of Medicine. 
Truesdale Hospital, Fall River. Exhibitors: mem- 
bers of the staff of the Truesdale Hospital. 

67-68 Diabetes Today. George F. Baker Clinic, New Eng- 
land Deaconess Hospital, Boston. Exhibitors: 
Drs. Elliott P. Joslin, Howard F. Root, Priscilla 
White, Alexander Marble and Allen P. Joslin 
and Miss Hazel M. Hunt. 

69-70 The Tumor Clinic of the Boston Dispensary, New 
England Medical Center. New England Medical 
Center. Exhibitors: Drs. Louis E. Phaneuf, 
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Richard Dresser, Walter E. Garrey, Francis M. 
Thurmon, G. Marshall Crawford, William Dame- 
shek and Kurt Thoma. 


1 Morphologic Biology of Tuberculosis. Massachusetts 
Tuberculosis League. Exhibitors: Miss E. I. 
Perkins and Miss M. Dinsmore. 


NI 


BALCONY 


Color in Medical Photography. Fallon Clinic, 
Worcester. Exhibitors: Drs. John Fallon, James 
T. Brosnan and William G. Moran. 


Reconstructive Surgery. Massachusetts General Hos- 
pital. Exhibitors: Drs. Ernest M. Daland and 
Somers H. Sturgis. 

Blood Pictures. Peter Bent Brigham Hospital. Ex- 
hibitors: Dr. William P. Murphy and Miss Isabel 
Howard. 


The Surgical Treatment of Acute Cholecystitis. 
Peter Bent Brigham Hospital. Exhibitors: Drs. 
Elliott C. Cutler and Robert M. Zollinger. 

Fractures and Pseudo-Fractures. The Faulkner Hos- 
pital, Exhibitors: Drs. Gordon M. Morrison and 
Harvey R. Morrison. 

Blood-Pressure Determinations by Patients with 
Essential Hypertension. Department of Medicine, 
Tufts College Medical School, and the Beth Israel 
Hospital. Exhibitors: Drs. David Ayman and 
Archie D. Goldshine. 

Occupational-Disease Prevention. The Division of 
Occupational Hygiene, Massachusetts Department 
of Labor and Industries, and Committee on 
Industrial Hygiene, Dr. W. Irving Clark, chair- 
man, Massachusetts Medical Society. Exhibitors: 
Mr. Manfred Bowditch, Dr. Hervey B. Elkins 
and Mr. W. C. L. Hemeon. 


Results of Chronic Exposure to Benzol. Exhibitors: 
Dr. William J. Brickley, medical examiner, Suf- 
folk County, North, and Drs. Tracy B. Mallory, 
Francis T. Hunter and Edward A. Gall, Massa- 
chusetts General Hospital. 

Transurethral Resection of the Prostate — Cysto- 
scopic Photography. Massachusetts General Hos- 
pital. Exhibitors: Drs. Fletcher H. Colby and 
Howard I. Suby. 


nN 


NI 


co 


© 


East Corripvor 
A-B Diseases of the Thyroid Gland. Lahey Clinic. 


Cancer of the Thyroid Gland. Drs. Hugh E. 
Hare and Shields Warren. 

Anesthesia in Thyroid Surgery. Dr. Morris J. 
Nicholson. 

The Larynx and Thyroid Surgery. Dr, Walter B. 
Hoover. 

Orbital Decompression for Progressive Exoph- 
thalmos. Dr. James L. Poppen. 

Clinical Features of Hyperthyroidism. Dr. Lewis 
M. Hurxthal. 

The Heart in Hyperthyroidism. Dr. Lewis M. 
Hurxthal. 

Iodine Metabolism in Thyroid Disease. Dr. H. 
Perkin. 

C-D Clinical Surgery and Chemotherapy. The staff of 
the Children’s Hospital. Exhibitors: Drs. John 
A. V. Davies, Robert E. Gross, Henry W. Hud- 
son, Jr., and Donald W. MacCollum. 
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E-F First Aid in Highway and Skiing Accidents. Mas- 


sachusetts Regional Committee on Fractures and 
Trauma of the American College of Surgeons 
(Dr. A. William Reggio, chairman), Boston 
Metropolitan Chapter of the American Red Cross 
(Dr. A. William Reggio and Mr. George P. John- 
son) and National Ski Patrol (Dr. Charles C. 
Lund and Mr. Robert Livermore, Jr.). 

G Color Photography in Skin Diseases. Boston City 
Hospital. Exhibitor: Dr. George Schwartz. 


Additional Exhibits 
BALLROOM 
Massachusetts Association of Occupational Therapy. 
Foyer 


Central Directory for Nurses. 


Commercial Exhibits 


BALLROOM AND FoyYER 


Booth 


1. 


to 


Ernst Bischoff Company, Incorporated, Ivoryton, Con- 
necticut. 

In our exhibit we shall feature: Activin, the first 
American produced shockless foreign protein for non- 
specific therapy; Diatussin, the original drop-dose 
cough remedy with a thirty-five-year record of efhi- 
cacy; Lobelin—Bischoff, a direct stimulant to the 
respiratory center and the resuscitant indicated in all 
forms of respiratory failure or depression; Silvogon, 
an absolutely stainless silver antiseptic and an effec- 
tive gonocide; Styptysate, a vegetable hemostatic for 
the control of all seeping hemorrhages; Viscysate, a 
dialysate of viscum album that lowers blood pressure 
and relieves the accompanying symptoms. 


. Eli Lilly and Company, Indianapolis, Indiana. 


Eli Lilly and Company produced the first commer- 
cial preparation of insulin, contributed to develop- 
ment of liver therapy, and has been responsible for 
many other therapeutic advancements. Information 
concerning all Lilly products will be available at the 
Lilly exhibit where Merthiolate (Sodium Ethyl Mer- 
curi Thiosalicylate, Lilly), Sodium Amytal (Sodium 
Isoamyl Ethyl Barbiturate, Lilly) and other impor- 
tant products will be featured. 


. Philip Morris & Company, Limited, Incorporated, 


New York City. 

Philip Morris & Company will demonstrate the 
method by which it was found that Philip Morris 
Cigarettes, in which diethylene glycol is used as the 
hygroscopic agent, are less irritating than other 
cigarettes. Their representative will be happy to dis- 
cuss researches on this subject, and problems on the 
physiological effects of smoking. 


. M&R Dietetic Laboratories, Incorporated, Columbus, 


Ohio. 

M & R Dietetic Laboratories, Incorporated, will dis- 
play Similac, a completely modified milk for infants 
deprived of breast feeding. Representatives will glad- 
ly explain its merit and suggested application, 
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5. Bilhuber—Knoll Corporation, Orange, New Jersey. 


“I 


At this booth the use of Metrazol to overcome bar- 
biturate or opiate poisoning, surgical shock and 
asphyxia can be discussed; also the advantages of 
Dilaudid Hydrochloride for pain relief and for cough 
sedation, and Theocalcin as a diuretic and myocardial 
stimulant. Other well-known medicinal chemicals 
exhibited by the Bilhuber—Knoll Corporation include 
Euresol, Lenigallol and Bromural. Helpful prescrip- 
tion information on any of these products is available. 


. Jones Metabolism Equipment Company, New York 


City. 

The Jones Metabolism Equipment Company _in- 
vites you to see the original waterless metabolism 
apparatus. The exclusive features of the Jones ap- 
paratus include a double-slope tracing which elimi- 
nates the possibility of technical errors, a simplified 
and accurate slide rule for calculations, and the life- 
time guarantee of accuracy greater than 99 per cent. 
The twenty years of experience of the Jones Metabo- 
lism Equipment Company have made it possible for 
them to produce a fool-proof, simple and accurate 
machine. 


. Kalak Water Company, New York City. 


Visit this booth and ask the Kalak representative 
to explain to you how Kalak Water may be em- 
ployed as a buffer to inhibit the untoward effects and 
enhance the value of certain drugs. 


. Liebel—Flarsheim Company, Cincinnati. 


The Liebel—Flarsheim Company will exhibit the 
well-known L-F short-wave generators as well as the 
famous Bovie electrosurgical units and the Raysun 
therapeutic lamp. <A cordial invitation is extended 
to visit this booth in order to inspect the new ap- 
paratus and have it demonstrated. 


. Doho Chemical Corporation, New York City. 


Auralgan acts physiologically in acute otitis media 
by depleting the involved tissues of their excess fluid, 
and does not produce traumatic chemical changes 
in the superficial epithelium of the drum. 


10-11. G. D. Searle and Company, Chicago. 


The Phantascope, familiar to many New England 
physicians, will be on exhibition by G. D. Searle and 
Company. This ingenious device, developed by Dr. 
George Levene of the Massachusetts Memorial Hospi- 
tals, accurately reproduces the fluoroscopic appear- 
ance of the chest, and enables the physician to view 
in motion the alterations in cardiac size, rhythm and 
contour in a variety of typical pathologic conditions. 

A number of Searle representatives will be in at- 
tendance, and physicians are cordially invited to dis- 
cuss with them various products of the Searle labora- 
tories. 


. Mead Johnson and Company, Evansville, Indiana. 


Mead Johnson and Company will not only exhibit 
several new products, but will show various examples 
of its slogan “Servamus Fidem” — “We Are Keeping 
The Faith.” 


. The Macmillan Company, New York City. 


Four authors on the staff of the Harvard Medical 
School will be represented by three outstanding books 
of the year: Elliott Cutler and Robert Zollinger by 
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15. 


16. 


18. 


20. 


their Atlas of Surgical Operations; John Homans by 
Circulatory Diseases of the Extremities; Lyman G. 
Richards by Otolaryngology in General Practice. Also 
prominent in the exhibit will be William Holmes’s 
Bacterial Infections and Biochemistry of Disease by 
Oscar and Meyer Bodansky, both spring publications. 
Many other notable Macmillan medical works will be 
shown. 


White Laboratories, Incorporated, Newark, New 
Jersey. 

Information will be presented covering the field of 
cod-liver oil concentration and clinical data concern- 
ing the therapeutic efficacy of White’s Cod-Liver Oil 
Concentrate in liquid, tablet and capsule form. 

Informed representatives and descriptive _ litera- 
ture, reprints and excerpts will further demonstrate 
cod-liver oil efficacy, and will point out the contri- 
butions of White Laboratories, Incorporated, in the 
vitamin A and vitamin D fields. 

White Laboratories, Incorporated, is one of the 
largest users of cod-liver oil for pharmaceutical pur- 
poses in the world. All physicians are cordially in- 
vited to visit the booth. 


Baby’s Dy-Dee Service, Brookline, Massachusetts. 

This exhibit explains in detail the specialized 
equipment and methods used in sterilizing and sup- 
plying diapers to homes in Greater Boston. In_ its 
seventh year, this service has relieved thousands of 
mothers and nurses of the daily drudgery of washing 
diapers and baby clothes, at the same time protecting 
the baby’s health by scientific methods impossible at 
home. An economical service, devoted exclusively to 
the baby. 

Represented by Helen Lauriat Lyman and Faye 
Reynolds Rand. 


General Electric X-ray Corporation, Chicago. 

A portable x-ray machine, an electrocardiograph, 
an electrosurgical unit and x-ray films will be ex- 
hibited. 


The E. L. Patch Company, Stoneham, Massachusetts. 


The Patch Company representatives will be on hand 
throughout the meeting to greet physicians and to be 
of service in any way. The Patch Company exhibit 
will include Patch’s Cod Liver Oil, as well as the other 
ethical medicinal specialties made in the Patch labora- 
tory. 


Crosbie—Macdonald, Boston. 

We represent the United States Fidelity and Guar. 
anty Company, writing physician’s liability insurance 
for members of the Massachusetts Medical Society. 
George H. Crosbie, Edward J. O'Neil, Jr., or Arthur H. 
Crosbie will be on hand at all times to discuss any 
questions pertaining to insurance and to quote rates 
for your specialty. We are notaries public, and should 
be glad to sign and file your narcotic drug blanks. 


. Campbell X-Ray Corporation, Boston, 


Campbell X-Ray Corporation will exhibit a new 
tvpe of shock-proof apparatus and various new  ac- 
cessory equipment, 


Arlington Chemical Company, Yonkers, New York. 


The Arlington Chemical Company invites you to 
inspect its line of proteins and pollens for the diag- 
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nosis and treatment of allergic conditions and its new 
product — Aminoids. Aminoids represents a com- 
bination of amino acids and has proved of marked 
therapeutic value in malnutrition, underweight and 
loss of appetite. 

Dr. J. R. Taylor, in charge of the exhibit, will be 
happy to answer inquiries regarding this new prod- 
uct; also inquiries relative to hay fever, asthma and 
so forth. 


E. F. Mahady Company. 


3. Picker X-Ray Corporation, Boston. 


The Picker X-Ray Corporation takes pride in an- 
nouncing and showing the new Century X-Ray Unit — 
a new high in x-ray design and a new low in price. 
The Century, with its many additional and exclusive 
features, is the most sensational x-ray apparatus in the 
low-price range. 

It provides for radiography and fluoroscopy in all 
positions from Trendelenburg to vertical. It has ample 
power for fast chest and gastrointestinal radiography. 
It is completely shockproof in every particular, with 
flexibility, power and simplified control for every diag- 
nostic procedure, and is available with a motor-drive 
table if desired. It behooves the modern medical prac- 
titioner to see this Century unit. 

At the Picker booth are numerous accessories of 
recent and outstanding design that are of special inter- 
est to the profession. Ask for bulletins and literature. 


24. Horlick’s Malted Milk Corporation, Racine, Wisconsin. 


Nourishing, digestible, appetizing — these are the 
three outstanding qualities for which Horlick’s is 
famous, whether in powder or tablet form. Visit the 
exhibit. You will be interested in the many uses — 
from infancy to old age; note especially the conven- 
ience of the tablets in ulcer diets. 


25. Davies, Rose and Company, Limited, Boston. 


Members of the Massachusetts Medical Society are 
so well acquainted with the products of the laboratory 
of Davies, Rose and Company that no further ex- 
planation of their merits is really necessary. However, 
the company trusts that you will visit its booth and 
give its representatives the honor of greeting you. 
Messrs. Fleming and Purinton will be in attendance. 


26. Frederick Stearns and Company, Detroit. 


Doctors are cordially invited to visit our attractive 
booth to view and discuss outstanding contributions 
to medical science developed in the scientific labora- 
tories of Frederick Stearns and Company. Information 
on such outstanding products as Neo-Synephrin in its 
various dosage forms, Appella Apple Powder, Muci- 
lose, Trimax (hydrated magnesium trisilicate), vitamin 
products, Solution Zinc Insulin Crystals-Stearns, Cyver- 
ine Hydrochloride, Gastric Mucin and other new and 


_ interesting products will be supplied by our capable 


representatives, 


27. The Alkalol Company, Taunton, Massachusetts. 


Alkalol is a carefully balanced solution of alkaline 
and saline salts and essential oils. It contains no 
glycerin and only a trace of alcohol. It is indicated 
for use on the mucous membranes and on inflamed 
or irritated tissues. Alkalol was first introduced to the 
medical profession in 1896, Since that time it hfs won 
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and retained the endorsement of thousands of physi- 
cians. 

Irrigol, also a product of The Alkalol Company, 
is an alkaline, saline douche powder. It makes a solu- 
tion that is cleansing, non-irritating, non-toxic and 
delightfully fragrant, cooling and comforting. Physi- 
cians find it valuable for rectal enemas and ordinary 
colonic irrigations, as well as for routine vaginal douch- 
ing. It has been on the market since 1907. 


Westinghouse X-Ray Company, Incorporated. 

Westinghouse X-Ray Company, Incorporated, will 
exhibit for the first time in the East the new Simplex 
Unit. 

This unit is the latest development in high-powered 
shockproof diagnostic equipment for both vertical and 
horizontal fluoroscopic and radiographic work. It is 
economical in its space requirements and economical 
in use. 


29-30. Burroughs Wellcome and Company, Incorporated, 


31. 


32. 


33. 


New York City. 

The Burroughs Wellcome and Company exhibit 
presents a representative group of fine chemicals and 
pharmaceutical preparations, together with new and 
important therapeutic agents of special interest to the 
medical profession. 


The DeVilbiss Company, Toledo, Ohio. 

The complete DeVilbiss line of medicinal atomizers 
will be on display. Specially featured in the exhibit 
are illustrations graphically showing the superior cov- 
erage afforded by the atomizer in the application of 
solutions to the nose and throat. These illustrations 
are based on x-ray research. Copies of the illustrations 
for reference may be secured from Mr. E. Manning, 
DeVilbiss representative in charge of the display. 


Hanovia Chemical and Manufacturing Company, New- 
ark, New Jersey. 

The very latest in ultra-violet equipment will be 
demonstrated, including outstanding apparatus de- 
signed for use in the fields of medicine and public 
health. Do not fail to see our new line of self-lighting 
ultra-violet high-pressure mercury arc lamps, short- 
wave and ultra-short-wave apparatus, Sollux radiant- 
heat lamps and our latest development, quartz ultra- 
violet lamps for air sanitation. 


Petrolagar Laboratories, Incorporated, Chicago. 

Petrolagar Laboratories, Incorporated, offers in addi- 
tion to samples of the five types of Petrolagar, an 
interesting selection of descriptive literature and ana- 
tomical charts. Ask one of the Petrolagar represen- 
tatives to show you the new Habit Time booklet. 
It is a welcome aid for teaching bowel regularity to 
patients. 


. S. M. A. Corporation, Cleveland. 


The S. M. A. Corporation exhibits an interesting 
new display, which represents a selection of its infant 
feeding and vitamin products. Physicians who visit 
this exhibit may obtain complete information, as well 
as samples, of S. M. A. Powder and the special milk 
preparations — Protein S. M. A. (Acidulated), Alerdex 
and Hypo-Allergic Milk. 


35, 
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John Wyeth and Brother, Incorporated, Philadelphia. 


Among the specialties to be presented by John Wyeth 
and Brother are: Amphojel, Wyeth’s alumina gel, for 
the management of hyperacidity and peptic ulcer; 
Kaomagma, Wyeth’s magma of alumina and kaolin 
for the absorbent treatment of diarrhea and colitis; 
Alulotion, ammoniated mercury with kaolin for the 
treatment of impetigo contagiosa; Bepron, Wyeth’s 
beef liver with iron, for the treatment of nutritional 
anemias; and Silver Picrate, for the convenient treat- 
ment of trichomonas vaginitis and anterior urethritis. 
Physicians are invited to stop at Wyeth’s display. 


. The Borden Company, New York City. 


Full information on Biolac, the new liquid modified 
milk for infants, will be available at the Borden booth. 
Also exhibited will be other Borden products for infant 
feeding, notably Klim, Dryco, Beta Lactose, Merrell- 
Soule products and Borden’s Irradiated Evaporated 
Milk. 


. Bard-Parker Company, Incorporated, Danbury, Con- 


necticut. 


Bard-Parker will exhibit the following products: 
rib-back surgical blades; renewable-edge scissors; hema- 
tological case for obtaining blood samples at the bed- 
side; Ortholator for obtaining accurate dental radio- 
graphs; Formaldehyde Germicide and instrument con- 
tainers for the rust-proof sterilization of surgical instru- 
ments. 


The Zemmer Company, Incorporated, Pittsburgh. 
The Zemmer Company extends a cordial invitation 
to every member of the Massachusetts Medical Society 
to visit its exhibit where there will be displayed a 
number of its leading pharmaceutical products. 


Winthrop Chemical Company, Incorporated, New York 
City. 
Winthrop Chemical Company, Incorporated, extends 
a cordial invitation to visit its booth, where represen- 
tatives will gladly discuss the latest contributions made 
by this firm to the medical profession. 


. Nu-Hesive, Incorporated, Leominster, Massachusetts. 


Nu-Hesive, Incorporated, will exhibit and demon- 
strate Nu-Hesive, a new principle in surgical dressings, 
which opens up a wide possibility of new technics. 
to the doctor. 


Surgeons’ and Physicians’ Supply Company, Boston. 

Surgeons’ and Physicians’ Supply Company will dis- 
play the new Comprex short-wave machine, the new 
McKesson waterless metabolor, and an interesting line 
of 1ew items many of which are not usually shown 
by the salesman. 


Mellin’s Food Company, Boston. 

Members of the Society are cordially invited to call 
at the Mellin’s Food booth for an exchange of ideas 
and opinions relative to the feeding of infants and in 
regard to the preparation of nourishment for adults 
requiring a restricted diet, particularly in view of the 
recognized importance of selecting food material best 
adapted to individual requirements. 
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45. 


48. 


The Medical Protective Company, Wheaton, Illinois. 


The most exacting requirements of adequate liability 
protection are those of the professional liability field. 
The Medical Protective Company, specialists in pro- 
viding protection for professional men, invites you 
to confer, at its exhibit, with the representative there. 
He is thoroughly trained in professional liability under- 
writing. 


. Tailby—Nason Company, Boston. 


Tailby—Nason Company has reserved space for the 
exhibit of Nason’s Palatable Cod Liver Oil, made in 
the company’s own plants in the Lofoten Islands of 
Norway, romantic Land of the Midnight Sun. 

More and more leading physicians are relying on 
good cod-liver oil in all cases requiring vitamins A 
and D. Nason’s Oil is prescribed and recommended 
by leading pediatricians from the Atlantic to the Pacific 
for its high vitamin potency and unusual palatability. 


C. B. Fleet Company, Incorporated, Lynchburg, Va. 
Phospho-Soda (Fleet), the buffered saline laxative, 
combines two U.S.P. salts of sodium phosphate in 
a stable concentrated solution of broad therapeutic 
range and is free from most of the disadvantages of 
saline laxatives. 
May we remind you of: 
Its ease of administration and mild after-effects. 
Its wide range of action, from gentle laxative to 
purge. 
Its rapidity (action usually within the hour). 
Its effectiveness in hepatic insufficiency. 
Its amphoteric neutralizing quality. 
Its stability, miscibility and economy. 
Please note the new descriptive leaflet on your pro- 
fessional samples. 


. Gerber Products Company, Fremont, Michigan. 


Ten new foods which have just been added to the 
Gerber foods will be on display in the Gerber booth. 
Copies of both the professional literature and the book- 
lets for mothers are there for your examination and 
will be sent to you on request. 


. Smith, Kline and French Laboratories, Philadelphia. 


Smith, Kline and French Laboratories, believing 
that many physicians dislike efforts to make them 
register, have arranged their booth for self-service. 

Up-to-date information about Benzedrine Inhaler, 
Benzedrine Sulfate, Benzedrine Solution, Pentnucleo- 
tide, Feosol Tablets and Elixir, Oxo-ate “B,” Eskay’s 
Neuro-Phosphates and Paredrine Hydrobromide with 
Boric Acid Ophthalmic may be obtained in convenient 
envelopes from literature dispensers. If additional 
data are desired, the representative will be glad to an- 
swer any questions. 


E. R. Squibb and Sons, New York City. 


Physicians are cordially invited to visit the Squibb 
exhibit. The complete line of Squibb vitamin, glandu- 
lar, arsenical and biological products and specialties, 
as well as a number of interesting new items, will be 
featured. 

Well-informed Squibb representatives will be on 
hand to welcome you and to furnish any information 
desired on the products displayed. 
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Lederle Laboratories, Incorporated, New York City. 


Lederle Laboratories, Incorporated, will feature a 
display of its hay fever, poison ivy and allergenic 
products together with globulin-modified Lederle anti- 
toxins and selected pharmaceutical products, featuring 
Vi Delta Emulsion and Vitamin B Complex in both 
liquid form and capsules. 

Samples and literature will be available. 


American Hospital Supply Corporation, Chicago. 

You have heard about Baxter Transfuso-Vacs and 
Plasma-Vacs, which are revolutionizing blood trans- 
fusions and blood banking. See them demonstrated 
in the booth of the American Hospital Supply Cor- 
poration. 

Among the many other notable specialties on display 
will be the Tomac Gastro-Evacuator, Junior Oxygen- 
aire, Insufflator and Face Mask, Coli-Bactragen, Sur- 
Masks and so forth. Spend fifteen minutes in the 
booth to examine these products. 


Standard X-Ray Sales Corporation, Boston. 

The Standard X-Ray Sales Corporation has good 
news for the medical profession, and cordially invites 
you to its booth to inspect the remarkable new shock- 
proof tilting full-length fluoroscopic table. This table 
has been recently developed by the Standard X-Ray 
Company of Chicago, Illinois, which is a pioneer in the 
manufacture of x-ray equipment. Incorporated in this 
table are all desirable features, many of which are 
not found in other tables. It is entirely new in prin- 
ciple, convenient, and most dependable. It is the table 
that you have always wanted but could not buy. 
With this will be shown other equipment of the latest 
shockproof design. 


Sandoz Chemical Works, Incorporated, New York 
City. 

Physicians will be interested in Gynergen (ergot- 
amine tartrate) for migraine therapy. Newer phar- 
maceuticals also displayed include: Digilanid, chemi- 
cally pure, crystallized initial glycosides of Digitalis 
lanata; Calcibronat, a synergistic combination of cal- 
cium and bromine; Basergin, a stable preparation of 
crystalline ergonovine tartrate; Neo-Gynergen, a well- 
balanced combination of ergotamine and ergonovine 
for obstetric and gynecological use. Other well-known 
Sandoz preparations are: Calglucon and Neo-Calglucon, 
Bellafoline, Belladenal, Bellergal, Scillaren and Quinine- 
Calcium-Sandoz. 


Abbott Laboratories, North Chicago, Illinois. 


You are heartily invited to visit this exhibit of Coun- 
cil-accepted preparations. The Abbott-trained repre- 
sentatives in attendance will be glad to discuss the 
newer products with you. 

Be sure to drop in and register! 


Sharp and Dohme, Incorporated, Philadelphia. 

The new modern display of Sharp and Dohme will 
feature Propadrine Hydrochloride products, Lyovac 
Bee Venom Solution and other Lyovac biologicals. 
There will also be on display a group of new pharma- 
ceutical specialties and biologicals prepared by this 
house, such as Rabellon, Daldrin, Padrophyll, Elixir 
Propadrine Hydrochloride, Riona, Depropanex and 
Ribothiron. Capable, well-informed representatives 
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will be on hand to welcome physicians and furnish 
information on Sharp and Dohme products. 


55. Nestlé’s Milk Products, Incorporated, New York City. 


Nestlé’s Milk Products, Incorporated, makers of milk 
products and infant dietary materials for more than 
fifty years, will feature Lactogen in their exhibit. Phy- 
sicians interested in infant feeding are cordially invited 
to visit the Nestlé booth. 


56. Cambridge Instrument Company, Incorporated. 

Cambridge Instrument Company, Incorporated, pio- 
neer manufacturers of the electrocardiograph, is show- 
ing its Hindle electrocardiographs and stethographs. 
Particular attention is given to the Simpli-Trol portable 
electrocardiograph and stethograph, the precision in- 
strument which weighs only 33 pounds. The exhibit 
will be chiefly of interest to heart specialists. 


57-58. Pet Milk Company, St. Louis, Missouri. 

An actual working model of a milk-condensing plant 
in miniature will be exhibited by the Pet Milk Com- 
pany. This exhibit offers an opportunity to obtain 
information about the production of Irradiated Pet 
Milk and its uses in infant feeding and general dietary 
practice. Miniature Pet Milk cans will be given to 
each physician who visits the Pet Milk booth. 


59. Kellogg Company, Battle Creek, Michigan. 

The Kellogg Company is exhibiting various ready- 
to-eat cereals. Pep 30 Per Cent Bran Flakes are now 
fortified with vitamins B,; and D. An interesting dis- 
play of foods containing vitamin B, will be displayed. 
Complete information concerning the manufacture and 
food value of all Kellogg cereals is available, together 
with vitamin and calorie charts. 


60. The Coca-Cola Company, Atlanta, Georgia. 
Coca-Cola will be served with the compliments of 
The Coca-Cola Company. 


61. Chr. Hansen’s Laboratory, Incorporated, Little Falls, 
New York. 

This is The Junket Folks’ booth, with a graduate 
dietitian in attendance. Free servings of rennet- 
custards made with Junket Rennet Powder and Junket 
Rennet Tablets will be furnished. Authoritative litera- 
ture describes the action of the rennet enzyme on milk 
and the place of rennet-custards in the diets of con- 
valescents, postoperative patients, invalids, infants, 
children and so forth. There will be a display of 
Junket Brand food products. 


62. Cameron Surgical Specialty Company, Chicago. 

See the new Cameron Color-Flash Clinical Camera, 
the Projectoray and the latest Cameron-Lempert Head- 
lite demonstrated in the booth of the Cameron Sur- 
gical Specialty Company. Latest developments in elec- 
trically lighted diagnostic and operating instruments 
for all parts of the body will be shown. Of special 
interest will be the new inexpensive office-model 
Radio Knife and other electrosurgical units for cut- 
ting, coagulating, desiccating and fulgurating in all 
sizes from the office model up to the hospital unit 
with sufficient power for major surgery and trans- 
urethral prostatic resections. 
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63. Lee DeForest Laboratories, Boston. 


Lee DeForest Laboratories are exhibiting short-wave 
apparatus available for electrosurgery, hyperpyrexia 
and all general therapy work. In the same booth 
will be demonstrated Marvel Portex shockproof x-ray 
apparatus. 


64. H. J. Heinz Company, Pittsburgh. 


Physicians interested in prescribing for feeding prob- 
lems — especially in infants, older children or adults 
requiring soft diets — will be interested in the new 
Heinz exhibit where Strained and Junior Foods are 
attractively displayed. Mr. A. J. McGarry is in at- 
tendance and will be happy to supply information on 
these foods. 

The eighth edition of the popular Heinz Nutritional 
Charts, containing greatly expanded charts and new 
data on the vitamin content of foods, is ready and 

will be mailed on request. 


72. Massachusetts State Pharmaceutical Association, Incor- 
porated, Boston. 


The Massachusetts State Pharmaceutical Association, 
Incorporated, will show a model prescription working 
bench, which has been loaned to it through the cour- 
tesy of the Massachusetts College of Pharmacy. It will 
also display several little known U.S.P. and N.F. phar- 
maceutical preparations attractively packaged. 


LADIES’ PROGRAM 


A very interesting program for the ladies of the mem- 
bers’ families has been arranged for this year by the Ladies’ 
Committee, consisting of Mrs. Walter G. Phippen, chair- 
man, Mrs. J. Frank Donaldson, Mrs. Thomas H. Lanman, 
Mrs. Roger I. Lee, Mrs. Charles C. Lund, Mrs. F. W. 
Marlow, Jr., Mrs. Donald Munro, Mrs. Edward L. Peirson 
and Mrs. W. B. Robbins, 

The ladies’ registration desk will be in the main lobby 
of the Copley-Plaza. 


Tuespay, May 21 


Registration, Copley-Plaza Hotel. Drive to Gore Place, 
Main Street, Waltham (admission 25c) and to Mrs. Arthur 
Lyman’s garden, Lyman Street, Waltham; buses leave 
Copley-Plaza Hotel at 2:00 p.m. 

Dinner at Horticultural Hall at 7 p.m. to meet Mrs. 
Phippen and the wives of the district presidents (dinner 
$1.50). Buses leave Copley-Plaza Hotel at 6:30 p.m. Dress 
optional. 

“Pop” Concert at Symphony Hall at 8:30 p.m. (tickets 
$1.00). The “Pop” Concerts are given by members of the 
Boston Symphony Orchestra. Messrs. Frey and Braggiotti 
will play. 

Wepnespay, May 22 


Registration. Trip to Salem from 9:30 a.m. to 3:00 p.m. 
Buses leave Copley-Plaza Hotel at 9:30 am. Peabody 
Museum, Essex Institute, Pingree House and a Salem gar- 
den will be visited before luncheon at the Salem Country 
Club at 1:30 p.m. (luncheon $1.00). There will be no 
charge for transportation either day. 

Those ladies who wish may play golf on Wednesday 
afternoon at the Salem Country Club. The greens fee 
will be $1.75, and Mrs. Edward L. Peirson will be at the 
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club to help those who wish to play. All ladies who remain 
in Salem to play golf must provide their own transporta- 
tion home, as the buses carrying the ladies’ party will re- 
turn to Boston soon after luncheon. 


ANNUAL GOLF TOURNAMENT 


The annual golf tournament of the Massachusetts Medi- 
cal Society will be held at the Belmont Country Club on 
the afternoon of Tuesday, May 21. 

The Burrage Bowl, emblematic of the Society champion- 
ship, will again be in competition. The two names already 
engraved on this trophy are those of Dr. Roy E. Mabrey 
(1938) and Dr. H. H. Serunian (1939). Numerous other 
prizes will be offered for both net and gross scores. 

Play will commence at 1:00 p.m. and the greens fee 
for eighteen holes will be $2.00. If two or more rounds 
are played during the afternoon the fee will be $2.50. 
State handicaps will be used. 

Luncheon may be had at the club at 75 cents, and all 
the privileges of the club will be open to the members 
of the Society who enter the tournament. Dr. W. T. 
O’Halloran, of the Committee of Arrangements, has direct 
charge of the tournament. 


MASSACHUSETTS MEDICO-LEGAL SOCIETY 
There will be a meeting of the Massachusetts Medico- 

Legal Society in the State Dining Room at the Copley- 

Plaza Hotel on Tuesday afternoon, May 21, at 2:30. 


TUFTS COLLEGE MEDICAL SCHOOL 
ALUMNI ASSOCIATION 


There will be a luncheon of the Tufts College Medical 
School Alumni Association at the time of the Massachu- 
setts Medical Society’s Annual Meeting on Tuesday, May 21, 
at 12:30 p.m. All alumni and friends are invited to attend. 


MISCELLANY 
ANNUAL PRIZE SUBSCRIPTION 


The annual prize subscription offered by the New Eng- 
land Journal of Medicine for the best undergraduate con- 
tribution to the Tufts Medical Journal has been awarded 
to Herbert R. Glodt ’41 for his paper “The Diabetic as a 
Surgical Problem,” which will appear in the forthcoming 
issue of the Tufts Medical Journal. 


NOTE 


The annual meeting of the New England Society of Psy- 
chiatry was held at the Danvers State Hospital, Thursday, 
April 25. Dr. Roy D. Halloran, superintendent of the 
Metropolitan State Hospital, Waltham, Massachusetts, was 
elected president for the ensuing year. Other officers elect- 
ed at that meeting were as follows: vice-president, Dr. 
George E. McPherson, superintendent of the Belcher- 
town State School, Belchertown, Massachusetts; secretary- 
treasurer, Dr. Bardwell H. Flower; councilors, Dr. 
Charles H. Dolloff, New Hampshire State Hospital, Con- 
cord, New Hampshire, and Dr. George A. Elliott, Connec- 
ticut State Hospital, Middletown, Connecticut. At this 
meeting the society learned with sorrow of the death of its 
oldest living past president, Dr. G. Alder Blumer, of 
Providence, Rhode Island. 
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CORRESPONDENCE 


CONNECTICUT COUNTY 
HEALTH OFFICERS 


To the Editor: 1 just read the editorial on page 601 of 
the April 4 issue of the Journal; on turning over to 
page 602, the first sentence reads as follows: “This com- 
mittee did, however, uncover a law in Connecticut that 
requires that county health officers be lawyers!” I pre- 
sume the report itself went into detail in regard to the 
duties of the Connecticut county health officer when that 
law existed. The Connecticut County Health Officer Law 
was repealed in 1939, and the duties of the county health 
officer have been taken over by the local prosecutor, the 
town board of selectmen and the State Department of 
Health. 

Your editorial gave readers the idea that the county 
health officer of Connecticut, a lawyer, was doing gen- 
eral public-health work. Such was not the case. May I 
refer you to copies of Section 2402 and Section 2403 of 
the 1930 General Statutes of Connecticut, which, as I 
mentioned above, were repealed in 1939. The statutes, 
when the law existed, provided that the county health 
officer should cause the execution of laws relating to pub- 
lic health, nuisances, dangers to public health, and vital 
statistics and should co-operate with and supervise the 
activities of town, city and borough health officers and 
boards of health within each county. The county health 
officer had all the powers of a grand juror and all the 
powers of a prosecuting officer of each city, borough, town 
or police court for violations of public-health and vital- 
statistics laws and for violation of by-laws or ordinances 
relating to public health, contagious diseases, the practice 
of medicine and midwifery, the sale of poisons and the 
sanitary code. The county health officer appointed town 
health cfficers and approved their bills, which, once ap- 
proved, the town paid. Thus, the county health officer 
supervised the doings of the town, city and borough 
health officers who the statute directed should be “some 
discreet person learned in medicine and sanitary science.” 

The county health officer was first authorized in 1893 
and continued until June 30, 1939, and did much to en- 
force the health officers’ orders, rules, regulations and do- 
ings in the towns and cities of Connecticut. 


StanLey H. Osporn, Commissioner. 


State of Connecticut Department of Health, 
Hartford, Connecticut. 


ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL ASSOCIATION, COUNCIL 
ON PHARMACY AND CHEMISTRY 
To the Editor: In addition to the articles enumerated in 
our letter of March 2 the following have been accepted: 
The Drug Products Company 


Hyposols Dextrose 10 gm. (buffered), 20 cc. 
Hyposols Dextrose 25 gm. (buffered), 50 cc. 


Mallinckrodt Chemical Works 
Urea Pure Crystals — Mallinckrodt 


Maltbie Chemical Company 
Ampules Sodium Cacodylate—Maltbie 0.1 gm. 
(1% gr.), 1 ce. 
Ampules Sodium Cacodylate—Maltbie 0.2 gm. 
(3 gr.), 1 cc. 
Ampules Sodium Cacodylate — Maltbie 0.325 gm. 
(5 gr.), 1 cc. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Ampules Sodium Cacodylate— Maltbie 0.5 gm. 
(7% gr.), 5 cc. 

Ampules Sodium Cacodylate— Maltbie 1.0 gm. 
(15% gr.), 5 cc. 


Merck and Company, Inc. 
Sulfapyridine Sodium Monohydrate — Merck 


Parke, Davis and Company 
Kapseals Theelol, 0.24 mg. 


Sandoz Chemical Works, Inc. 
Digilanid 
Tablets Digilanid, 0.33 mg. (1 cat unit) 
Digilanid Liquid, 0.33 mg. per cc. (1 cat unit) 


E. R. Squibb and Sons 


Sulfapyridine — Squibb 
Capsules Sulfapyridine — Squibb 0.25 gm. (3% 


gr. 
Tablets Sulfapyridine — Squibb 0.5 gm. (71 gr.) 


The Upjohn Company 
Ampules Bismuth Subsalicylate with Chlorobutanol 
in Oil, 1 cc. 
Bismuth Subsalicylate with Chlorobutanol in Oil, 
30 cc. vials 


Frederick Stearns and Company 
Stearns Cod Liver Oil 


Winthrop Chemical Company, Inc. 
Ampules Pontocaine Hydrochloride “Niphanoid,” 
for spinal anesthesia, 10 mg. 
Ampules Pontocaine Hydrochloride “Niphanoid,” 
for spinal anesthesia, 20 mg. 


The following product has been accepted for inclusion in 
the list of articles and brands accepted by the Council 
but not described in N.N.R. (New and Nonofficial Rem- 
edies, 1939, p. 528): 


Num Specialty Company 
Thum 


Paut Nicuoras Letcn, Secretary. 


535 North Dearborn Street, 
Chicago, IIlinois. 
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BOSTON CITY HOSPITAL 


At the Boston City Hospital on January 29, Dr. Otto J. 
Hermann introduced Dr. Roger Anderson of Seattle, Wash- 
ington, who spoke on “Delayed Union and Non-Union: 
Ninety per cent preventable.” In elucidating the state- 
ment that proper reduction and immobilization are the 
fundamental prerequisites for this prevention, the speak- 
er emphasized that in regard to immobilization this 
means sustained apposition of the fragments throughout 
convalescence as well as during the early course of heal- 
ing. He stated that traction, whether skin, bone or Russell, 
really varies considerably with the changes in counter- 
traction entailed in the change of position of the patient 
for such necessary maneuvers as feeding and defecation. 
Dr. Anderson contended that such allegedly inconse- 
quential and temporary movements of the fragments con- 
tribute to delay if not prevention of union in fractures. 

Additional factors in faulty immobilization enumerated 
include plaster or celluloid spicas for femoral and hu- 
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meral fractures. With the former, motion is allowed by 
the necessary arrangements for the toilet, while the latter 
must permit room for respiration. Dr. Anderson also 
cited tapering casts for the lower leg and hanging casts 
for the humerus as examples of poor external methods 
of maintaining proper apposition of broken bones. Fixa- 
tion by open operation is seldom indicated because of its 
addition to already existing vascular trauma and for its 
possible inefficiency in many cases. An unusual type of 
distraction is that caused by an intact fibula in the pres- 
ence of a fractured tibia. Dr. Anderson suggested its 
treatment by making an oblique fracture of the fibula 
and overcorrecting the tendency for a varus deformity. 
Potentially the worst form of distraction, it was stated, is 
that brought about by the double pin in the presence of 
absorption of the ends of the bone fragments. 

Among causes of faulty reduction Dr. Anderson in- 
cluded “continuous” traction, needless operative interfer- 
ence, failure to achieve proper apposition consequent to 
incomplete roentgenograms, and later absorption at the 
ends of the fragments with subsequent distraction. 

Recommendations advanced by the speaker were based 
on his theory of controlling the proximal fragment of 
fractured shafts of long bones rather than attempting to 
devise bizarre positions for bringing the peripheral frag- 
ment into line. His fundamental principle is the use of 
intimate skeletal transfixion for countertraction. This was 
referred to as a functional method of immobilization. Re- 
duction may be accomplished by any established method 
but should be checked both by fluoroscope and roentgeno- 
grams in various planes before plaster is applied. Two 
half-pins, which have been originally placed at about a 
45° angle to each other at the end of each fragment, are 
then incorporated in plaster or a special bar. The ob- 
liquity of the pins prevents lateral motion. 

Regarding the technic of inserting the pins, Dr. Ander- 
son stated that it is wiser to use long rather than short 
ones in order to ensure their protrusion through the op- 
posite side of the shaft. He expressed the belief that timidi- 
ty on the part of the operator has no foundation in fact 
and that failure to traverse the bone is one cause of faulty 
immobilization by this method. Another suggestion of- 
fered was that the pins should always be placed as near 
the joints as possible, so that they will be in vascular bone 
rather than the gas-pipe shaft. 

Dr. Anderson has used this method of fixation in all 
types of fractures of the shafts of long bones, including 
those near the joints and pathologic fractures. Contrary 
to the usual concept that both the joint above and below 
the fracture site should be immobilized, Dr. Anderson’s 
method allows practically unlimited motion of surround- 
ing joints. Plaster casts extend only to the adjacent joint, 
and the patients are encouraged to exercise the uninvolved 
parts of a limb freely. This was believed to be beneficial 
not only in preventing troublesome ankylosis but also in 
promoting the circulation to the fractured bone. The pos- 
sibility of having patients ambulatory also increases their 
appetite and improves all bodily function, while their 
ability to return home relieves an economic burden and 
allows them to assume a more normal existence. 

One of the most important features of the method is 
the gradual diminution of the distance between the op- 
posite pins, which keeps the fragments in apposition. Dr. 
Anderson is certain that absorption is fairly common and 
that even in its absence by x-ray such a procedure is ad- 
visable. This is accomplished by removing a circular 
strip of cast and then reapplying plaster in the new posi- 
tion. When the Anderson bar is used, the same end may 
be gained by adjustable screws. 
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Dr. Anderson cited the usefulness of such a method 
during the exigencies of war, when time, men and hospi- 
tal beds are at a premium. Indeed it was suggested that 
even in civilian practice only one man need scrub. The 
bar would be particularly useful in war injuries compli- 
cated by sepsis, for arrangements can be easily made for 
dressings, and bars can be shaped for any type of wound 
or dressing. 

In conclusion, Dr. Anderson stated that the increase of 
non-union at the expense of mal-union is a result of the 
new era of surgical and traction methods of treating frac- 
tures. In summing up the advantages of his method of 
controlling the upper segment he stated that it had not 
only those mentioned in regard to the doctor and patient 
but also the additional merit of decreasing the interest in 
socialized medicine as a result of the decreased hospitaliza- 
tion and loss of work. He emphasized, however, that the 
method demands accurate knowledge of the apparatus, 
which improperly managed is probably the most potent 
source of distraction yet devised. 

The discussion, which followed the showing of motion 
pictures depicting the early return to function in Dr. 
Anderson’s cases, was inaugurated by Dr. Buckley, of 
Brockton, who demonstrated several patients successfully 
treated by this method. Dr. Buckley and, later, Dr. 
Sever reiterated Dr. Anderson’s warning of the dangers 
entailed in the procedure when used by uninformed or in- 
experienced opcrators. 

Dr. Anderson was then asked to answer several ques- 
tions. He said that he regards sepsis as only a rare com- 
plication, usually occurring in mishandled cases later re- 
ferred to the clinic. The danger of interposition of soft 
tissue is avoided by unlocking all such predisposing frac- 
tures by rotation before reduction is performed. The 
chances of infection were found to be proportional to the 
number of assistants, to the distance of the nins from the 
vascular bone toward the shaft, and to the failure of the 
pins completely to traverse the bone due to their short- 
ness. It was stated, however, that drainage may persist, 
particularly in the dense, poorly vascularized portion of 
the bone, as a result of aseptic irritation. Removal of the 
sequestrum quickly ends the discharge, if it does not de- 
sist spontaneously. In wounds complicated by gas-bacillus 
infection, one waits until the infection has subsided before 
instituting treatment of the fracture by the Anderson 
method. But in compound fractures fixation is carried out 
immediately. The system has been found satisfactory in 
the management of pathologic fractures, including those 
occurring in Paget’s disease. 

Dr. Anderson reminded his audience that aftercare is 
as important with this type of treatment as elsewhere. 
Fractured femurs should be protected for three to six 
months, for instance, but many patients can carry on their 
jobs capably during this time. 

Dr. Shortell lauded the surprising amount of motion 
of the adjacent joints secured by Dr. Anderson’s method, 
but questioned, on the basis of local statistics, the high in- 
cidence of non-union cited. Dr. Anderson, in reply, 
pointed out that his aim was not solely to prevent non- 
union but also to decrease the amount of delayed union, 
which is an important consideration, particularly for la- 
boring people. 


NEW ENGLAND ROENTGEN RAY SOCIETY 


_A regular meeting of the New England Roentgen Ray 
Society was held at the Boston Medical Library on Feb- 
ruary 16, with Dr. Langdon T. Thaxter presiding. 

There were three short case presentations. The first 
case, presented by Dr. Roland D. Clapp, of Lewiston, 
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Maine, was that of a thirteen-year-old girl who complained 
of hemoptysis and pain in the right chest for three weeks. 
Physical examination revealed signs consistent with atelec- 
tasis of the right upper lobe and this was confirmed by 
roentgenograms. Bronchoscopy was carried out and dem- 
onstrated a smooth 6-mm. mass in the right upper-lobe 
bronchus, which was diagnosed pathologically as_fibro- 
sarcoma. The second case was presented by Dr. Magnus 
I. Smedal, of Boston. A sixty-two-year-old man first had 
a chief complaint of abdominal distress, occasional vomit- 
ing and some dysphagia. For thirty years he had had 
“dyspepsia” and five years prior to admission he had been 
placed on a Sippy regimen following a bout of pain and 
hematemesis. Three months before admission an x-ray 
diagnosis of obstructing duodenal ulcer and gallstones was 
made, and large areas of calcification were noted in the 
lower abdominal cavity. An operation was performed for 
removal of the stones and the freeing of adhesions, but 
all the symptoms returned within a few days. Seven 
months later a gastrointestinal series revealed a question- 
able postoperative defect in the duodenum and the same 
areas of calcification were noted in the lower abdomen. 
At operation 210 cm. of ileum was removed for chronic 
inflammation; the areas of calcification proved to be large 
laminated gallstones within the ileum. The case was 
considered an example of chronic intestinal obstruction due 
to liberation of stones into the gastrointestinal tract fol- 
lowing rupture of the gallbladder five years before. The 
final case, presented by Dr. Leslie K. Sycamore, of Han- 
over, New Hampshire, was that of a twenty-six-year-old 
horseman who entered the hospital unconscious and cya- 
notic following an accident. He regained consciousness 
in three days, but pain in the chest persisted for two weeks. 
There were occasional hemoptyses and persistent cough 
and dyspnea, but the patient left the hospital against ad- 
vice in one month. Pain recurred after two weeks, and 
there was increasing dyspnea until readmission after three 
months. Roentgenograms revealed atelectasis of the left 
lung, which Lipiodol demonstrated to be due to obstruc- 
tion of the left main bronchus. A provisional diagnosis of 
fractured bronchus was made and was confirmed by bron- 
choscopy. Treatment with pneumothorax afforded the 
patient some relief. Dr. Sycamore stated that although 
such injuries are usually caused by crushing accidents and 
are fatal, they occasionally have been reported without 
signs of external fractures. There have been only 6 re- 
ported recoveries. 

The first paper of the evening was by Dr. William J. 
Elliott, of Worcester, on “The Non-Medical Use of Roent- 
gen Rays.” The speaker cited several practical industrial 
roles of the roentgen ray. The presence of gas inclusions 
and internal stress were readily demonstrated in metals, 
and knowledge of diffraction patterns has been useful in 
chemical analysis. Fluoroscopy is valuable to large food 
concerns in the detection of opaque foreign bodies in pack- 
ages and canned goods. One of the most useful roles of 
the roentgen ray is in the detection of fraudulent art works, 
Dr. Elliott stated. Infra-red rays are an indispensable ad- 
junct in determining minor surface repairs, while roentgen 
rays reveal the characteristic brush stroke so clearly as to 
allow spurious paintings to be detected and the true source 
of anonymous works to be discovered. 

The final paper of the evening was delivered by Dr. 
Francis T. Hunter, of Boston, on “Archaeology and Roent- 
genology.” Interesting slides depicted how science in the 
form of roentgen rays had allowed archaeologists to com- 
pare the efficacy of various methods of preparing mum- 
mies. The determination of the state of preservation of 
the body, as well as the detection of unusual inclusions 
within the mummy case, aided the research materially. 
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NOTICES 
PETER BENT BRIGHAM HOSPITAL 


A joint medical .and surgical clinic at the Peter Bent 
Brigham Hospital will be held on Wednesday, May 15, 
from 2 to 4 p.m. Drs. John Homans and E. A. Stead 
will speak on “Edema.” 

Physicians and students are cordially invited to attend. 


BOSTON ORTHOPEDIC CLUB 


There will be a meeting of the Boston Orthopedic Club 
at John Ware Hall of the Boston Medical Library on Mon- 
day, May 13, at 8:00 pm. Dr. Henry Graham will pre- 
sent a paper on “An Efficient Method for the Reduction 
and Immobilization of Colles’ Fractures.” 


BOYLSTON MEDICAL SOCIETY 


There will be a meeting of the Boylston Medical So- 
ciety in Amphitheater C of the Harvard Medical School 
on Monday, May 13, at 5:00 p.m. Professor C. H. Best, 
of the University of Toronto, will speak on “Factors In- 
fluencing the Production and Liberation of Insulin from 
the Pancreas.” 


NEW ENGLAND PEDIATRIC SOCIETY 


The next meeting of the New England Pediatric Society 
will take place on Wednesday, May 15. The clinical 
presentation will be held at the Massachusetts General 
Hospital, and all the other events at Longwood Towers, 
Brookline. 


PROGRAM 


4:00 Clinical presentation by staff at Massachusetts 
General Hospital. 

6:15 Refreshments. 

7:00 Dinner. 

8:15 Symposium on Adolescence. 

Psychological Disturbances and Adjustments 
of Adolescence. Dr. James S. Plant, New- 
ark, New Jersey. 

Scholastic Difficulties of Adolescence. 
C. E. Allen. 

Disturbances of Menstruation and Ovulation 
of Adolescence. Dr. John Rock. 


Physicians are cordially invited to attend the clinical 
meeting and the symposium. 


Mr. 


NEW ENGLAND SOCIETY 
OF PHYSICAL MEDICINE 


The annual meeting of the New England Society of 
Physical Medicine will be held on Wednesday evening, 
May 15, at the Ring Sanatorium and Hospital, 163 Hill- 
side Avenue, Arlington Heights, Massachusetts. 

The council will meet at 6:00, and dinner will be held 
in the main dining room of the sanatorium at 6:30. At 
8:00 Dr. Robert S. Harris will speak on the subject, “Some 
Nutritional Researches.” Dr. Francis L. Burnett will open 
the discussion. 

All members of the medical profession are cordially in- 
vited to attend the scientific program. 


AMERICAN MEDICAL 
GOLFING ASSOCIATION 

The American Medical Golfing Association’s twenty- 
sixth annual tournament will be held at the Winged Foot 
Golf Club, Mamaroneck, New York, Monday, June 10. 
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Winged Foot has two famous championship courses and 
a beautiful clubhouse. 

Some 250, out of the 1360 members of the association, 
are expected to take part in the thirty-six-hole competi- 
tion. Each contestant will play both courses. The hours 
for teeing off are from 7:00 a. m. to 2:00 p.m. The sixty 
prizes in the nine events will be distributed after the ban- 
quet at the clubhouse at 7:00 p.m. 

All male members of the American Medical Associa- 
tion are eligible and cordially invited to become mem- 
bers of the association, and applications should be obtained 
from the executive secretary, Bill Burns, 2020 Olds Tower, 
Lansing, Michigan. Each participant in the tournament 
is required to present a card with his home-club handicap, 
signed by the club secretary, at the first tee on the day of 
play; no handicap over 30 is allowed. Only active mem- 
bers of the association may compete for prizes. No trophy 
is awarded to a member who is absent from the annual 
dinner, which is always worth while waiting for! 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FoR THE WEEK BEGINNING 
Sunpay, May 12 


Monpay, May 13 
5 p.m. Factors Influencing the Production and Liberation of Insulin 
from the Pancreas. Professor C. H. Best. Boylston Medical Society. 
Amphitheater C, Harvard Medical School. 
8 p.m. An Efficient Method for the Reduction and Immobilization 
of Colles’ Fractures. Dr. Henry Graham. Boston Orthopedic Club. 
Boston Medical Library, 8 Fenway, Boston. 


Tuespay, May 14 

*9-10 a.m. Studies in Urobilinogen Metabolism. Drs. Karl Singer and 
Edward B. Miller. Joseph H. Pratt Diagnostic Hospital. 

*12 m. Emergencies in Medical Practice. Dr. William B. Breed. 
South End Medical Club. Boston Tuberculosis Association, 554 
Columbus Avenue, Boston. 

*8:15 p.m. Important Factors in Development as Revealed by Early 
Stages of the Macaque Embryo. Dr. George L. Streeter. Journal 
Club. Boston Lying-in Hospital. 


Wepnespay, May 15 
*9-10 a.m. Hospital case presentation. Dr. S. J. Thannhauser. Joseph 
H. Pratt Diagnostic Hospital. 
*2-4 p.m. Edema. Drs. John Homans and E. A. Stead. Peter Bent 
Brigham Hospital. 
*4 and 8:15 p.m. New England Pediatric Society. Massachusetts Gen- 
eral Hospital and Longwood Towers, Brookline. 


Tuurspay, May 16 


*9-10 a.m. Huntington's Chorea. Dr. A. Warren Stearns. 
Pratt Diagnostic Hospital. 


Joseph H. 


Fripay, May 17 


*9-10 a.m. Obesity. 
nostic Hospital. 


Dr. Mark Falcon-Lesses. Joseph H. Pratt Diag- 


Sarurpay, May 18 
*9-10 a.m. Hospital case presentation. Dr. S. J. Thannhauser. Joseph 
H. Pratt Diagnostic Hospital. 


*Open to the medical profession, 


May 10 — Association of Military Surgeons. Page 781, issue of May 2. 

May 10-18 — American Scientific Congress. Page 1043, issue of Decem- 
ber 28. 

May 13 — United States Pharmacopoeial Convention. Page 202, issue of 
February 1. 

May 15 — New England Society of Physical Medicine. Notice above. 

May 20 — South Boston Medical Society. Page 781, issue of May 2. 

May 21 — St. Francis Hospital (Hartford) alumni. Page 737, issue of 
April 25. 

May 21-22 — Massachusetts Medical Society. 
Plaza Hotel, Boston. 

June 4-6 — National Gastroenterological Association. 
April 25. 

une 4-7 — American Association of Industrial Physicians and Surgeons. 
Page 654, issue of April 11. 

June 7-8 — American Heart Association. Page 469, issue of March 14. 

une 7—10— American Board of Obstetrics and Gynecology. Page 608, 
issue of April 4. 


Annual Meeting, Copley- 


Page 737, issue of 


Vo 


Vol. 222 No. 19 


June 8 and 10—- American Board of Ophthalmology. 
of November 2. 


8-10 — American College of Chest Physicians. 
ay 2. 
June 10 — American Medical Golfing Association, 
JUNE 10-14 — American Medical Association. 
ity. 
June 10-14 — American Physicians’ Art Association. 
February 22. 
June 12 — Harvard Medical Alumni Association. Page 781, issue of May 2. 
June 23-25 — Maine Medical Association. 
akes. 
June 27 — Pentucket Association of Physicians. 


Ocroser 8-11 — American Public Health Association. 
of April 11. 


Ocroser 21 American Board of Internal Medicine, Inc. 
issue of February 29. 


Page 719, issue 
Page 781, issue of 


Page 824. 
Annual meeting, New York 


Page 332, issue of 
Annual meeting. 


Rangeley 


Page 655, issue 


Page 369, 


District MeEpicat Societies 
MIDDLESEX EAST 
May 15, at 12:15 p.m. at the Unicorn Country Club, Stoneham. 
MIDDLESEX NORTH 
Jury 31. 
Ocroser 30. 
PLYMOUTH 
May 16 — Lakeville State Sanatorium, Middleboro. 


BOOK REVIEWS 


Minor Mental Maladjustments in Normal People: Based 
on original autobiographies of personality maladjust- 
ments. J. E. Wallace Wallin. 298 pp. Durham, 
North Carolina: Duke University Press, 1939. $3.00. 


This book, based upon autobiographical material ob- 
tained from about three hundred of the author’s grad- 
uate and undergraduate students, is intended for use as 
a source or case book for students of “mental hygiene, 
psychology, education, child development, sociology and 
the formation of personality traits.” As might be expect- 
ed in view of their source the case histories are superficial, 
subjective and largely descriptive at a contemporary level. 
Taken for what it is, however, the material does illustrate 
a wide range of minor clinical symptoms in normal peo- 
ple — fears, phobias, dreads, anxieties, worries, obsessions, 
compulsions, dreams, nightmares and feelings of inferiority 
and inadequacy, to name only a few of the topics dealt 
with. The author in organizing the material has broken 
up the case histories, using one part to illustrate one set 
of symptoms in one chapter and another part of the same 
history to illustrate a different set of symptoms in another 
chapter. As a result, nowhere in the book does a com- 
plete individual biography emerge as an integrated whole. 
One could scarcely plan a more convincing demonstration 
than this book provides of the sterility of academic psy- 
chology when faced with clinical phenomena; judging 
from his book, the author would seem to have very little 
familiarity with the teachings of Adolf Meyer and the 
body of medical knowledge called psychobiology. 


Otolaryngology in General Practice. Lyman G. Richards. 
352 pp. New York: The Macmillan Co., 1939, $6.00. 


Starting with the premise that in recent years no book 
has been written especially for the general practitioner, 
who, either by election or through force of circumstance, 
has ear, nose and throat problems to solve, Dr. Richards 
has contributed a clearly written, neatly arranged and 
excellently illustrated book that should adequately supply 
this need. 

Each chapter heading, with few exceptions, is a major 
symptom from which a patient may be seeking relief, and 
under the symptom are discussed the various possible 
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pathologic conditions that might cause it, with a descrip- 
tion of, and proper therapeutic measures for, each. 

The operative procedures advocated are of the simplest 
type and clearly described, and are those which experi- 
ence has demonstrated to be safe and adequate. 

Several approved technics for removal of the tonsils 
and adenoids are illustrated, and due consideration is 
given to the aftercare and possible complications that 
sometimes arise during the postoperative period. 

The chapter on respiratory obstruction is especially 
well done and could be read with profit by anyone in the 
practice of medicine, surgery or pediatrics. 

Considering the fact that this book was written by one 
man, there are surprisingly few statements to which one 
could take exception, and these in no way interfere with 
its main purpose. Although written specifically for the 
general practitioner, the book should be of value to the 
student and of interest to the otolaryngologist. 


Circulatory Diseases of the Extremities. John Homans. 
330 pp. New York: The Macmillan Co., 1939, $4.50. 


The present generation of physicians and laymen has 
become impatient with chronic disorders, whether they 
occur in the young or in those who are middle-aged. This 
has resulted in an enormous amount of work on the dis- 
eases of the peripheral circulation, and within the past few 
years a large number of books have appeared on these 
disorders. Unfortunately, these monographs, for the most 
part, have confined themselves to diseases of either the 


veins or the arteries, and, moreover, they have usually been 


dedicated to the espousal of some particular form of 
therapy. 

Dr. Homans’s book is the first in a long while to at- 
tempt a comprehensive survey of the diseases of the arteries, 
veins and lymphatics of the extremities, and it is refresh- 
ingly unique in its avoidance of therapeutic prejudice. 

The author is well qualified to handle his subject, hav- 
ing a background of many years of fruitful work in this 
field. He is widely known for his original observations, 
especially in the realm of the veins and lymphatics. His 
long experience as a teacher is reflected in the intimate, 
conversational tone of the book, which makes for particu- 
larly pleasant reading. There are innumerable references 
to cases seen, and even when these are set off as reports, 
they are interspersed with a running comment on the sig- 
nificance of the points raised. He is not averse to ques- 
tioning the wisdom of the treatment used in any individual 
case, and he suggests alternatives that might have been 
tried in just such a case. 

The book opens with a chapter on “Sorting Out the 
Vascular Disorders of the Limbs,” which outlines the 
normal physiology of the peripheral circulation and in- 
cludes details of the diagnostic methods used. Arterio- 
sclerosis, thromboangiitis obliterans, arterial embolism and 
spastic diseases of the arteries are then individually con- 
sidered. In the treatment of each disease, Dr. Homans 
discusses the hygiene of the limbs, in addition to the medi- 
cal, physiotherapeutic and surgical methods. The impor- 
tant diagnostic and therapeutic procedures are illustrated 
by clear drawings, and references are given to important 
sources. An attitude of rational conservatism is quite 
evident. 

In the chapter on varicose veins, emphasis is given to 
the “physiologically conceived division of the veins at 
strategic points,” and the injection of sclerosing solutions 
is characterized as an aid to this process. Considerable space 
is devoted to pulmonary embolism as a complication of 
thrombophlebitis. It is suggested that veins showing a 
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minimum of reaction are usually the source of such em- 
boli. The author suggests that the large venous trunks 
be ligated in order to prevent this accident. Postphlebitic 
ulcerations are treated as peculiarly specific entities. Many 
disagree with this attitude and contend that the therapeu- 
tic results justify the classification of these lesions as vari- 
cose ulcers of particular severity. 

A concise account of peripheral aneurysms and arterio- 
venous communications then follows. Finally, the author 
adds a section on the lymphatic system. His previously 
reported observations on lymphedema are again presented. 
He has obtained excellent results in long-standing cases 
by an excision of the subcutaneous fat and the deep fascia, 
a modification, in fact, of the Kondoleon operation. Dr. 
Homans explains the excellent results of this procedure 
not by the formation of new lymphatic pathways, but 
rather by the removal of lymph-bearing tissue. 

If one is disappointed in not finding an exhaustive treat- 
ment of each subject, it should be emphasized that our 
knowledge of these disorders is in a state of flux. The 
author has intended to present readily available informa- 
tion for the practitioner and student, and to make the 
volume one “which will not be quite out of date in five 
years.” This promise seems well fulfilled, and the vol- 
ume should be owned by all interested in the subject. 


Electrocardiographic Patterns: Their diagnostic and clini- 
cal significance. Arlie R. Barnes. 197 pp. Spring- 
field, Illinois, and Baltimore: Charles C Thomas, 
1939. $5.00. 


This book is an important milestone in the history of 
electrocardiography. As the author points out in the in- 
troduction, the electrocardiograph has outgrown its origi- 
nal importance as an instrument in the analysis of cardiac 
arrhythmias. Its chief value now lies in the information 
which it is able to give about the unbalanced electrical ef- 
fects within the heart dependent on alterations of myo- 
cardial structure and preponderant effect of unilateral 
cardiac strain. The author and his associate, Whitten, 
were pioneers in pointing out thése newer concepts and 
investigating the possibilities of the localization of cardiac 
infarcts by means of the electrocardiograph. 

The first three chapters discuss the anatomy of the 
coronary arteries and their relation to acute myocardial 
infarction, and the electrocardiographic findings during 
the acute and healing stages of cardiac infarction. The 
next three chapters are concerned with the electrocardio- 
gram in ventricular strain of left or right type. A de- 
tailed chapter follows on the changes due to pericarditis, 
and then one on the effects of certain drugs, metabolic 
disorders and infections. The final chapter contains ob- 
servations relative to precordial leads. The literature is 
covered in all its essential particulars. The illustrations 
are excellent, and the correlation of the electrocardiographic 
findings with the autopsy data gives very important in- 
formation. The method for illustrating the changes in 
the different leads is very convenient, as the tracings are 
superimposed on light-shaded diagrams of the normal 
findings in the same leads. 

The text will repay extensive study, and the book serves 
as a valuable reference in the analysis of difficult electro- 
cardiographic problems. There is one unfortunate situa- 
tion which the author recognizes; that is, the descrip- 
tions and illustrations of the chest lead are those which 
were used before the Committee for the Standardization 
of Precordial Leads determined what would be the accept- 
able formula. As a result, these leads have the reversed 
polarity to those now in common use, and the reader is 
forced to make a mental reversal of ail the waves and of 
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their description in the text before they conform to the 
present practice. This is somewhat confusing even to 
those who are fairly conversant with electrocardiographic 
interpretations. In spite of this, it is to be expected that 
this book will receive the wide distribution which it de- 
serves among serious students of electrocardiography. The 
approach by electrocardiographic patterns characteristic of 
certain diseases is a highly practical method and is pecu- 
liarly adaptable to the correlation between electrocardiog- 
raphy and clinical medicine. 


The Art of Anaesthesia. Paluel J. Flagg. Sixth edition, 
revised. 491 pp. Philadelphia, London, and Mon- 
treal: J. B. Lippincott Co., 1939. $6.00. 


This book is a most excellent treatise on inhalation 
anesthesia, but is rather more limited in its scope than 
seems implied by the broad term “anesthesia.” Concern- 
ing inhalation anesthesia the author speaks with authority 
from his wide and extended experience. Particularly is 
this true when intratracheal anesthesia is discussed. His 
position throughout is sound and highly conservative, as 
he advocates chiefly such well-tried agents as ether, and 
nitrous oxide and ether. It is a distinct loss, however, 
that such important and widely used methods as spinal 
anesthesia and intravenous anesthesia are not presented 
with the same clear and sound discussion. Various minor 
criticisms could be made; for example, the classification 
of the signs of anesthesia is somewhat different from that 
employed by most anesthetists today, and in particular, the 
conception of an ascending paralysis in deep ether anes- 
thesia seems misleading in that it is distinctly different 
from the view generally accepted. 

While the book covers the field of inhalation anesthesia 
rather than that of anesthesia, too much praise cannot be 
given the presentation of what is covered. The pages 
are packed full with sound advice. 


Sterility and Impaired Fertility: Pathogenesis, diagnosis 
and treatment. Cedric Lane-Roberts, Albert Shar- 
man, Kenneth Walker, and B. P. Wiesner. 419 pp. 
New York: Paul B. Hoeber, Inc., 1939. $5.50. 


This is an excellent book on the diagnosis and treat- 
ment of sterility. The first half is devoted to the male 
factor in childless marriages, and is a very careful and 
thorough presentation of the subject. Various chapters 
take up the constitution of the semen, the assay of male 
fertility and disturbances in the reproductive mechanism 
and their treatment, including the endocrine factors. 

A similar detailed study is presented of the problem as 
it appears in women, and here too there is a description 
of the endocrine balance which is as complete as present- 
day knowledge allows. 

There is an appendix giving laboratory technics for the 
examination of semen, the determination of hormones in 
the urine, the preparation of vaginal smears and so forth. 
There are a large number of excellent illustrations, and 
an adequate index. 

One might say that the book is somewhat too detailed 
for the man who is only casually interested in sterility. 
For those physicians who do considerable work in this 
field, however, it is a very complete summary of knowl- 
edge to date and the price puts it within reach of every- 
body. There are, of course, minor statements with which 
the reviewer disagrees, but they in no way detract from 
the general excellence of the book. 


Vo 
1 


